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Parents are increasingly viewed as key to successful child (semi-) residential treatment. 
There has been a drastic change in the way parents are involved during psychiat-
ric hospitalization of their child. In the eighties, from a psychoanalytic perspective, 
parents were not allowed to see their child the first weeks and the contact between 
the team and parents was minimal, with the idea behind it that negative interaction 
chains needed to be broken (Verheij & Van Loon, 1989). Parents were often held partly 
responsible for the psychiatric problems of the child (Harper, Cotton, & Sederer, 1991), 
leaving them behind with extreme feelings of guilt. The authority of the clinicians was 
often leading, with them being fully responsible for the treatment of the child. Already 
in 1979, however, Robertson and Friedberg (1979) stated that adverse family circum-
stances change less during psychiatric hospitalization than the child’s symptoms do. 
Team members mentioned in interviews that without involvement of the parents little 
progress can be achieved with children (Scharer, 1999). The parent-treatment team re-
lationship in a (semi-) residential setting is a therapeutic contact that needs attention, 
according to Christ and Griffith (1965).  
Positive outcomes for both the parents as the child with a psychiatric disorder are 
more likely to occur when effective levels of therapeutic alliances exist between team 
members and parents. Unfortunately, it remains unclear from the literature, how the 
establishment of the parent-treatment team alliance best contributes to child resi-
dential treatment outcome. Therefore, a more systematic approach is needed to help 
practitioners in making optimal use of the parent-team therapeutic alliance during 
child psychiatric residential psychiatry.




Child (semi-) residential treatment
It was not until the 1970s before day and inpatient treatment became an integrated 
part of child- and adolescent (here after youth) psychiatry in The Netherlands (Coole 
& Jansma, 1986). A diversity of names are used in the literature for day and inpatient 
psychiatric treatment, such as psychiatric hospitalization and residential psychiatry. 
In this current paper the term, (semi) residential psychiatry, is used for a multimodal 
treatment intervention, offered within an Institute for Youth Psychiatry by a multi-Pro-
fessional team, which children with psychiatric disorders attend for at least 3 days a 
week till a week long overnight stay. There has been a rapid increase in the number of 
children in (semi-) residential psychiatric treatment in The Netherlands. The amount 
of treatment days doubled from 317 thousand in 1993 to 647 thousand in 2009 for 
residential settings and even increased six fold from 51 thousand to 333 thousand for 
semi-residential settings (van Dijk, Knispel, & Nuijen, 2011). The current political and 
clinical climate advocates, these days, diminishing (semi-) residential units and short-
ening its treatment lengths. Insufficient scientific knowledge exists about the most 
effective residential treatment factors, which can support clinical practice in their task 
to effectuate (semi-) residential psychiatric treatment.
Research in youth psychiatric (semi-) residential settings lags far behind on research 
in outpatient settings (Curry, 2004; De Jonge, De Beer, Van Oortmerssen, & Dorelei-
jers, 2003; Knorth, Harder, Zandberg, & Kendrick, 2008). One factor contributing is 
that treatment content in youth residential psychiatry is often described as a “black 
box”, as multiple team members are involved and the target group is heterogeneous 
according to the severity and complexity of the problems (Knorth et al., 2008). There 
are little treatment manuals available and treatment is often a multidisciplinary tailor 
made process. Another factor contributing are the methodological challenges men-
tioned for (semi-) residential settings like the lack of a control group, low response rates 
and small sample sizes (Blanz & Schmidt, 2000; Gavidia-Payne, Littlefield, Hallgren, 
Jenkins, & Coventry, 2003; Green et al., 2001; Setoya et al., 2011). 
Only one systematic review on psychiatric residential treatment was written fifteen 
years ago (Blanz & Schmidt, 2000). Blanz and Smith (2000) concluded in this review 
that psychiatric hospitalization is often beneficial for youth, especially when certain 
aspects of treatment are fulfilled, like a therapeutic alliance, cognitive-based problem 
solving skills or a planned discharge. About the same time, a review on semi-residen-




form was found to be effective for a broad range of disorders and the impact of paren-
tal involvement was emphasized (Schimmelmann et al., 2001). In the following years, 
a handful of outcome papers were published on youth psychiatric (semi-) residential 
treatment (Gavidia-Payne et al., 2003; Green et al., 2007; Green et al., 2001; Mayes, 
Calhoun, Krecko, Vesell, & Hu, 2001; Remschmidt & Mattejat, 2006; Setoya et al., 2011), 
confirming the effectiveness of residential psychiatry for youths. Residential psychi-
atry appears to be an indispensable form of treatment for a specific target group. 
Therefore, more research into its effective elements is necessary, in particular given the 
current tendency of policy to invest only in evidence based programs. One promising 
effective treatment factor in youth (semi-) residential settings is the parent-team ther-
apeutic alliance (Green et al., 2007; Green et al., 2001; Kabuth, De Tychey, & Vidailhet, 
2005). 
Therapeutic alliance
Therapeutic alliance has consistently shown to be a strong predictor of youth therapy 
outcome across theoretical orientations, presenting problems, and modes of treat-
ments (McLeod, 2011; Shirk, Karver, & Brown, 2011). The concept of the therapeutic alli-
ance is rooted in Freud’s psychodynamic theory of a positive relationship between the 
therapist and his client (Freud, 1914). The first theoretical framework around therapeu-
tic alliance was formed by Bordin (1979), describing three components: the affective 
bond, mutual agreement on tasks and goals of the therapy. Hougaard (1994) provided 
the most coherent and recent model until now, based on an empirical review, in which 
the therapist and client contribute to a ‘personal alliance’, referring to interperson-
al aspects, and a ‘task alliance’,  which involves agreement on diagnoses, goals and 
treatment planning. Alliance was considered to be a factor that facilitated positive 
treatment outcomes through an unconscious intrapersonal process of change (Hor-
vath, 2006). 
Notwithstanding these thorough conceptualisations, the study of alliance, like that of 
other treatment process variables, is fraught with complexity (Green, 2009). Differ-
ent researchers recently argued that most of the work on alliance may be essentially 
methodologically flawed (Dunn & Bentall, 2007; Elvins & Green, 2008). First of all, the 
concept of the therapeutic alliance is distorted as it is transposed from one clinical con-
text to another in which often the same research instruments are used (Catty, 2004). 
Secondly, as the alliance is regarded as an explanatory variable in outcome studies, 




adherence, therapist and patient characteristics. Last, alliance as a process factor is 
measured mostly as a fixed factor at the start or end of treatment instead of longitudi-
nally. Longitudinal research seeking to understand the alliance -outcome relationship 
would help to better inform practice (Bickman et al., 2012; Hawley & Garland, 2008; 
Shirk et al., 2011). If the therapeutic alliance concept is to fulfil its potential as a pro-
cess variable in studies of complex treatment, it will have to meet the conceptual and 
measurement challenges. 
The parent-team alliance in youth (semi-) residential psychiatry
The construct of the parent-team therapeutic alliance differs from the therapeutic al-
liance in a psychotherapy setting. In youth residential psychiatry, there are multiple 
alliances; they exist among the multidisciplinary team, children and their parents (Kroll 
& Green, 1997). Furthermore, these alliances have mutual influencing effects and shift 
as treatment progresses. Kroll and Green (1997) tried to capture these complex allianc-
es in the (semi-) residential clinical practice in the model formulated in Figure 1. Punc-
tuated are the different roles that team members fulfil towards children, parents and 
peers, like therapeutic, collaborative and parenting roles. By conceptualising thera-
peutic alliances as interconnected in (semi-) residential settings, Kroll and Green (1997) 
made an important first step. The next step would be to examine if Hougaard’s (1994) 
components of ‘task’ and ‘personal’ alliance are also related to the construct of the 
therapeutic parent-team alliance. The distinction between different elements of the 
alliance might be essential to create insight to their relation to treatment outcome fac-
tors. As we cannot assume equivalence between the psychotherapeutic alliance and 
the parent-team therapeutic alliance, there is a need to conceptualize the construct of 
the parent-team alliance and thoroughly examine adjusted instruments. Two alliance 
instruments are relevant in this respect. The first is the Family Engagement Question-
naire (Kroll & Green, 1997), which was specifically developed in the United Kingdom to 
measure alliance in a (semi-) residential setting. The second is an adjusted version of 
the Working Alliance Inventory-12 (Stinckens, Ulburghs, & Claes, 2009; Vertommen & 
Vervaeke, 1996), which is the alliance instrument most widely used in adult empirical 
research (Ross, Polaschek, & Wilson, 2011). As the parent-team alliance is considered 
by clinicians as a crucial factor related to treatment outcomes (Gross & Goldin, 2008; 




Parent-team therapeutic alliance building in child (semi-) residential psychiatry
Forming a strong parent-team alliance in a (semi-) residential setting is more challeng-
ing, than forming an alliance in outpatient treatment. The more clinicians involved, the 
more complicated to form strong alliances. In addition, more disturbed patients have 
poorer alliances (Horvath & Bedi, 2002). Children in residential treatment rate the alli-
ance less positive than outpatients, suggesting poorer alliances in this group (Munder, 
Wilmers, Leonhart, Linster, & Barth, 2010). As the intensity of treatment increases from 
outpatient to (semi-) residential, corresponding to an increased complexity of the psy-
chiatric disorders, difficulties in alliance formations also increase (Byers & Lutz, 2015). 
Furthermore, a long history of care often precedes the admission process, with several 
disappointments, which will influence parents’ trust in the new treatment team (Schar-
er, 2000). Parents of children admitted to (semi-) residential treatment experience high 
levels of stress, which might have an impact on the parent-team therapeutic alliance 
(Geraghty, McCann, King, & Eichmann, 2011). How the child’s symptoms and parental 
stress influence the development of the parent-team alliance in a (semi-) residential 
setting stays unclear from the literature. 




A structured investment of team members in the parent-team alliance in (semi-) res-
idential psychiatry is likely to improve treatment effectiveness. Alliance building has 
only been investigated in youth outpatient and in adult settings (Byrne & Deane, 2011; 
Creed & Kendall, 2005; Diamond, Liddle, Hogue, & Dakof, 1999; Flückiger et al., 2012; 
Jungbluth & Shirk, 2009; Karver et al., 2008). Although the literature on parent-team 
alliance building in (semi-) residential psychiatry is primarily descriptive (Brown, Park-
er, McLeod, & Southam-Gerow, 2014; Ford, Davenport, Meier, & McRee, 2011), it provides 
substantial guidelines for clinicians. A next important step would be to investigate their 
effectiveness on the outcome of (semi-) residential treatment. 
Routine Outcome Monitoring
Implementing Routine Outcome Monitoring (ROM) might be beneficial especially for 
a (semi) residential setting. Routine Outcome Monitoring (ROM) is the assessment of 
treatment outcomes at regular intervals in order to monitor clients’ progress during 
treatment (de Beurs et al., 2011). First of all, ROM might be an effective strategy to build 
stronger parent-team alliances in semi-residential psychiatry. Research with adults 
showed that when a measure of the therapeutic alliance is used in conjunction with 
an outcome scale, clients are twice as likely to achieve a change of clinical significance 
(Whipple et al., 2003). ROM provides feedback to clinicians, parents and children on 
process and outcome factors, which will help them to assess and redirect the treatment. 
Secondly, a system of integrated routine measurement helps to address the methodo-
logical challenges of a (semi-) residential setting. It provides longitudinal assessments 
of large samples, making sound empirical research possible. Despite these benefits, 
the implementation of ROM in (semi-) residential settings is hindered by the multiple 
participants and heterogeneous target group. More in general ROM implementation 
has appeared to be complicated; ROM in daily clinical practice is seldom realized in 
The Netherlands (Delespaul, 2015). Already in 1988, Ellwood proposed routine and fre-
quent assessment of patients’ health and suggested to build large databases from 
these data (Ellwood, 1988). While the importance of ROM is widely recognized, ROM 
implementation in The Netherlands seems to get stuck between fulfilling benchmark-
ing goals and keeping its original goal of being clinically relevant (Delespaul, 2015). In 
a child semi-residential setting, careful approaches to ROM implementation need to be 
developed in a strong collaboration with clinicians and parents.
Aim of the present study




ments) of the parent-team alliance, 2. Longitudinal investigation of the relation be-
tween parent-team therapeutic alliance and semi-residential treatment outcome fac-
tors and 3. Examining the effect of strengthening the parent-team alliance on (semi-) 
residential treatment outcomes. The studies described contribute to these aims by 
examining the:
1. Psychometric qualities of a translated version of the Family Engagement Ques-
tionnaire.
2. Cross-informant agreement between different team members. 
3. Psychometric qualities of an adjusted version of the WAV-12.
4. Development and implementation of a ROM system. 
5. Parents’ completion rates of questionnaires during the use of a ROM system. 
6. Longitudinal relation between parent-team alliance, parental stress and child’s 
symptoms.
7. Effect of strengthening the parent-team alliance.  
Study sample and design
Routine Outcome Monitoring was implemented at five semi-residential treatment 
units of Curium-LUMC, a Centre for Child and Adolescent Psychiatry. All newly ad-
mitted children and their parents, 46 children (6-12 years old) in total, between April 
2011 and December 2012, were included in the ROM assessment. One client referred 
to one of these treatment units was excluded due to insufficient knowledge of the 
Dutch language. With three month intervals multiple team members and both parents 
completed ROM questionnaires, which included: Dutch versions of the Strengths and 
Difficulties Questionnaire (SDQ; Goodman, 2001; van Widenfelt, Goedhart, Treffers, & 
Goodman, 2003), Health of the Nation Outcome Scales (HoNOSCA; Gowers et al., 
1999), Working Alliance Inventory revised short form (WAV-12R; Stinckens et al., 2009), 
Parenting Stress Questionnaire (PSQ; Vermulst, Kroes, De Meyer, Nguyen, & Veerman, 
2012), Empathy and Understanding Questionnaire  (EUQ; Kroll & Green, 1997) and 
Family Engagement Questionnaire (FEQ; Kroll & Green, 1997). Participants involved 
in the studies of this thesis are mothers, fathers, licensed clinical psychologists, parent 
counselors, former teachers and group workers.  
As one important goal of this thesis is studying the effect of alliance building strat-




In Stage A the first 24 of these 46 children, received treatment as usual. Then team 
members were trained in alliance building strategies. In Stage B, for the next 22 of the 
46 children, team members applied these strengthening strategies. 
For the purpose of factor analysis of the questionnaires this sample of 46 children 
was enlarged with an additional 48 children. Parents and team members of six other 
semi-residential and residential units at the same psychiatric centre, where asked to 
fill out the alliance questionnaires at a random time point in the treatment. For 40 
children one of the participants filled out the FEQ and for 41 children one of the par-
ticipants filled out the WAV-12R. See for the overview of the study Sample and design 
Table 1.
Outline of this thesis
This thesis focuses first on the development of optimal assessment procedures of the 
parent-team alliance in child (semi-) residential psychiatry. Two psychometric studies 
are described, which were based on the fourth month ROM assessment (T2) of the 
ROM sample and the random assessment of the additional sample (T random FEQ/
WAV-12R).
Table 1 Overview of the study Sample and Design
Semi-residential ROM sample
Assessment Time in treatment M(SD) Length 
of treatment






T0 Before intake 322 (116) 46 8.9 (1.6) 9 24
T1 After 6 weeks 46 24
T2 3-4 Months 45 24
T3 6-7 Months 39 22
T4 9-10 Months 33 19
T5 12-13 Months 20 12
T6 15-16 Months 5 4
FU One month FU 46 24
Additional (semi-) residential sample for factor analysis
Assessment M(SD) days in 
treatment




Of which  
Residential 
T random 517 (198) 41 11.7 (3.7) 8 17




In Chapter 1 the psychometric properties of the Dutch version of the Family Engage-
ment Questionnaire (FEQ) was examined with explorative factor analyses and reli-
ability and concurrent validity assessment. The FEQ assesses the youth-team and 
parent-team alliance from the perspective of team members. In addition, agreement 
among team members’ perspectives on the therapeutic alliance was explored. 
Chapter 2 dives deeper into the specific conceptualization and routine assessment 
of the parent-team alliance in the youth semi-residential setting. The psychometric 
properties, including factor structure and validity of the subscales, were explored of 
the Working Alliance Inventory-Short Version (WAV-12R). This widely used alliance in-
strument was adjusted to assess parent-team alliance from both a parent and team 
perspective within a youth residential setting. 
Next, in Chapter 3 a Routine Outcome Measuring system is introduced for the child 
(semi-) residential setting. The ROM sample and completion rates of ROM participants 
were described. As participants’ engagement, especially of parents, in Routine Out-
come Monitoring (ROM) has shown to be difficult, predictors associated with low com-
pletion rates of questionnaires by parents were identified.
Chapter 4 is based on five assessment times (T0/T1, T2, T3, T4, T5) of the ROM sam-
ple, investigating the longitudinal relation between the parent-team alliance, parental 
stress and child’s symptoms during child (semi-) residential admission. Parents of chil-
dren with severe psychiatric disorders often experience high stress levels, which might 
impact the formation of the parent-team alliance.
In Chapter 5 we studied strategies derived from the literature to strengthen the par-
ent-team alliance. A thorough description was given of the training of team members 
in these strategies and warranting the treatment integrity. The AB-design, with a con-
trol and experimental group was used, to explore the effect of these strategies on the 
strength of the therapeutic alliance and child’s symptoms. 
Finally, the results found in previous chapters are summarized, strengths and limi-
tations are addressed, and findings are overall discussed. Given that this study was 
conducted in a challenging treatment setting, a special focus is given on the clinical 
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Although therapeutic alliance is widely acknowledged as a key component for thera-
peutic change, its role is almost unknown in youth residential psychiatry. A likely rea-
son for the lack of research is the absence of assessment tools and procedures for youth 
residential settings. This study assesses the psychometric properties of the Dutch ver-
sion of the Family Engagement Questionnaire (FEQ), an alliance measure completed 
by team members. In addition, agreement among team members is explored. Eleven 
youth psychiatric day and inpatient units participated. Parent counsellors and case 
managers of 86 patients from 6 to 17 years old reported on the therapeutic alliance. Ex-
ploratory factor analysis of team members’ reports resulted in meaningful structures, 
with child and parent alliance scales primarily corresponding to the conceptualization 
of the developers and earlier factor analysis. Internal reliability and validity were good 
for most of the subscales. The hypothesis that team members would show low levels 
of agreement in their reports of the therapeutic alliance was confirmed, demonstrating 
the need to include multiple team members in assessment procedures. Overall, this 
study underscores the psychometric properties of the Dutch version of the FEQ. Team 
members in residential youth psychiatric settings are encouraged to reflect regularly 
with their colleagues on the youth and parent therapeutic alliance.
503357-L-sub01-bw-Lamers
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INTRODUCTION
The therapeutic alliance (TA) is regarded as one of the most important components 
of the therapeutic process in relation to treatment outcome (Lambert & Simon, 2008; 
Shirk et al., 2011). Despite the thousands of adult psychotherapeutic TA studies (Hor-
vath, Del Re, Flückiger, & Symonds, 2011) and dozens of youth psychotherapy stud-
ies (McLeod, 2011), the TA remains relatively unexplored in youth day and inpatient 
(hereafter residential) psychiatry. Only a handful of studies provide support for the 
concept that TA is an important component of residential youth treatment (Green et 
al., 2007; Green et al., 2001; Guzder, Bond, Rabiau, Zelkowitz, & Rohar, 2011; Kabuth et 
al., 2005). This is unfortunate because building a TA is challenging for team members 
due to the complexity inherent to residential treatment. Interviews with team members 
of a psychiatric unit revealed that while some relationships are a good fit, others take 
a great deal of effort (Scharer, 1999). Surveys of residential youth suggest that their 
relationships with team members are among the most helpful and positive aspects of 
their residential experience (Anglin, 2004; Smith, McKay, & Chakrabarti, 2004). If team 
members invest in a positive TA with the youth and parents, the youth have a good 
chance of making progress during their residential psychiatric stay (Gross & Goldin, 
2008). One of the most important reasons for the lack of TA research in youth resi-
dential psychiatry is the absence of a strong assessment tool that captures the unique 
aspects of the TA in this setting. Therefore, the refinement of youth TA assessment 
tools for this specific setting is of substantial clinical importance.
In youth residential psychiatry, there are multiple TAs; they exist among the multi-
disciplinary team, the youth and their parents. The TA is commonly defined as the 
affective and collaborative aspect of the individual client–therapist relationship (Elvins 
& Green, 2008). Both the therapist and client contribute to a ‘personal alliance’, based 
on interpersonal aspects, and a ‘task alliance’, based on agreement on diagnoses, 
goals and treatment planning (Hougaard, 1994). Kroll and Green (1997) emphasize 
the complexity of the TA construct in youth residential psychiatric treatment. Team 
members act in coordinating, therapeutic, pedagogic and systemic roles regarding the 
youth, peers and parents. Thus, multiple TAs between different participants are ac-
tive, have mutual influencing effects and shift as treatment progresses. A number of 
factors might affect the TA among team members, youth and parents, such as peer 
relationships, the parent–youth relationship, family functionality, therapeutic milieu, 
team functionality and even the organizational structure of an institute. Assessment 




instruments sensitive to this complex setting. Adult research literature showed that 
classical TA assessment tools fail to capture relevant aspects of the TA in inpatient 
and day-treatment settings (Blais, 2004; Munder et al., 2010). Measuring of the TA 
construct in youth residential psychiatry has to take into account the multiplicity of 
treatment interventions, the peer group and the therapeutic climate on the ward.
Because TA plays such an important role in treatment, a strong psychometric instru-
ment adjusted to the specific setting of youth residential psychiatry must be intricate. 
Few attempts have been made to systematically investigate the psychometric proper-
ties of TA measures for youth (Elvins & Green, 2008; McLeod, 2011). TA in youth treat-
ment has mainly been measured using constructs reflecting adult psychotherapy, 
despite the difference in the therapeutic environments of youth treatment or psych-
iatry (Green, 2006; McLeod, 2011; Priebe & McCabe, 2006). Moreover, the instruments 
focused only on the child or parent alliance (Accurso, Hawley, & Garland, 2013; Elvins 
& Green, 2008). Our search of the youth literature resulted in only one instrument that 
(a) is specifically developed for youth residential settings, (b) incorporates child and 
parental TA and (c) distinguishes between ‘task’ and ‘personal’ aspect of the alliance 
(Elvins & Green, 2008). The Family Engagement Questionnaire (FEQ) (Kroll & Green, 
1997) measures team members perspective on (1) the child’s personal and therapeutic 
engagement with the team (intended to relate to the ‘personal’ alliance); (2) the child’s 
engagement with therapeutic activities (intended to relate to the ‘task’ alliance); (3) the 
child’s alliance with peers; and (4) the parents’ ‘personal’ and ‘task’ alliance with team 
members. Although the original conceptualized questionnaire consisted of 20 items, 
initial validation (inter-rater, criteria and discriminant validity) of these conceptualized 
factors was found for a 16-item version in a sample of 30 patients (Kroll & Green, 1997). 
A subsequent factor analysis of an 18-item FEQ with an enlarged cohort of 85 patients 
was reported in the ‘Method’ section of a study of inpatient outcome predictors (Green 
et al., 2001). In addition to general youth and parent alliance factors, child and parent 
hostility factors were also found. In both psychometric studies, some items on the FEQ 
were excluded due to ambiguous wording and abnormal distribution of scores. Green 
and colleagues (Green et al., 2007;  Green et al., 2001) showed the independent pre-
dictive power of the child and parent alliance for inpatient treatment outcome, such 
as symptom reduction or improved adaptive functioning, in studies using the FEQ. 
However, except for Green’s studies, the FEQ has not been used to explore the child 
and parent TA in residential youth psychiatry. This is regrettable because much about 
the TA−outcome relationship in youth residential treatment is left unexplored.
503357-L-sub01-bw-Lamers
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Although the FEQ seems promising for assessing the TA in a complex setting, its psy-
chometric properties have not been studied across cultures or psychiatric settings. The 
FEQ was developed for residential/inpatient settings, although it could also be bene-
ficial for (semi)residential/ day-treatment settings. Particularly in the day-treatment 
setting, where youth switch daily between home and the treatment setting, alliance 
building with youth and parents is a significant part of day-to-day life. Therefore, we 
translated and adjusted the FEQ to the Dutch language and culture and used it with a 
combined day and inpatient sample. Van Widenfelt, Treffers, de Beurs, Siebelink, and 
Koudijs (2005) recommend exploring the factorial structure of the questionnaire for a 
new culture and setting in such case. Catty (2004) recommend assessing the validi-
ty of the TA construct again when using a measure with another psychiatric sample. 
In this study, proof of the criteria validity was examined for the youth alliance scales 
by correlating the youth alliance to related mental health constructs. The literature 
(Green et al., 2001) implies that a stronger youth alliance is associated with less severe 
youth functioning and increased youth hostility with more disruptive behaviour. While 
assessment of concurrent validity was preferred, to the author’s knowledge, a related 
short child TA measure to be completed by staff members is not available. In contrast, 
for the parent alliance, a comparable parent–team TA measure was available to exam-
ine the concurrent validity of this construct. 
An additional challenge in a youth residential setting is which informants to include, 
given that different disciplines are involved in alliance building. In the studies of Green 
and colleagues (Green et al., 2007; Green et al., 2001; Kroll & Green, 1997), the TA was 
measured with the nursing team in the ward, and the key nurse and co-nurse were in-
volved as informants. However, how to measure the attachment relationship of service 
users of a complete multidisciplinary team has been relatively unexplored (Catty et al., 
2012). There is no consensus in the literature on how to assess the TA when multiple 
disciplines are involved in one treatment (Lerner, Mikami, & McLeod, 2011; Schmidt, 
Chomycz, Houlding, Kruse, & Franks, 2013). A single team member could rate the al-
liance with the youth and parents or it could be rated on a consensus basis or it is 
important to assess different perspectives. TA research rarely describes the methodo-
logical dilemmas of cross-informant differences in the assessment of the TA (Elvins & 
Green, 2008). Team members in a multidisciplinary team are likely to be differentially 
engaged with the youth and parents in youth residential psychiatry. When a member 
of the team is a psychiatrist, sociotherapist or parent counsellor, there may be an im-




retical perspective but also by their role in the treatment process (Catty, 2004; Catty et 
al., 2012). Therefore, the hypothesis examined in this study is that differential ratings 
of team members contribute different valid information about the youth and parent 
alliances with the team members in youth residential psychiatry. To reliably examine 
the child and parent TA in residential treatment, careful assessment procedures need 
to be developed.
In sum, the aim of this study is threefold, as follows: (1) to investigate the factor struc-
ture of the Dutch FEQ with a combined day-treatment and inpatient sample across 
two disciplines as informants; (2) to examine the internal consistency and initial valid-
ity for the found subscales and (3) to explore cross-informant agreement to determine 
the optimal assessment procedure for the multiple TAs in youth residential psychiatry.
METHOD
Setting
Participants were recruited from 11 units of a child and adolescent psychiatric institute 
in the western part of The Netherlands. From these 11 units, 4 units involved inpatient 
treatment and 7-day treatment. For each unit, a multidisciplinary team provides a 
package of treatment modules for approximately seven youth. The treatment content 
differs for each youth; however, the standard is a therapeutic milieu in the ward, parent 
counselling every other week, some sort of individual therapy and case management. 
Psychopharmacology was prescribed for some of the cases. The case manager, a 
youth psychiatrist or a clinical psychologist, is overall responsible for the treatment of 
the youths, coordinating treatment goals, planning and evaluation. Parent counsellors 
and, most of the time, system therapists conduct therapy sessions with parents every 
other week with elements of psycho-education, parent training and system therapy. 
Furthermore, the team consists of several social workers and individual therapists for 
the youth. The treatment includes a highly structured day schedule, which involves 
school, located near the unit. Examples of treatment goals were reduction of anxiety 
symptoms, increase in adaptability, improvement of peer relations and increase in 
self-confidence and diagnostics by means of intensive observation. The most impor-
tant difference between inpatient and day treatment is the amount of hours spent at 
the unit during the week. In day treatment, youths are at the unit for 6 hours each day 
for 5 days. Youth stay overnight in inpatient treatment. However, the youth can switch 
from inpatient to day-patient treatment and the other way around if indicated.
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Subjects
The case managers (two child and youth psychiatrists and three clinical psychologists) 
and parent counsellors (four system therapists and two social workers) of the units par-
ticipated as informants. Team members were asked to complete questionnaires on 93 
youths between June 2011 and December 2012. These 93 youths were admitted to day 
or inpatient psychiatric units in the case of a (presumption of a) psychiatric disorder 
combined with impaired personal, family and/or school functioning. An IQ less than 
70 was an exclusion criterion.
Measures 
Family Engagement Questionnaire. The FEQ is a questionnaire measuring the alliance 
with youth and their parents from the perspective of the team members in a psychi-
atric residential setting (Elvins & Green, 2008; Kroll & Green, 1997). The FEQ consists 
of 18 items that were rated on a 4-point Likert-type scale, with ‘1’ indicating ‘most 
of the time’ and ‘4’ indicating ‘almost never’. Although the questionnaire was devel-
oped around four factors, subsequent factor analysis on a sample (N = 85) of inpatient 
youth generated five factors (Elvins & Green, 2008;  Green et al., 2001). These entail 
the following three child-alliance scales: general child alliance (28.9% of the variance); 
child confiding (10.7% of the variance) and child hostility (9.5% of the variance), and 
the following two parent alliance scales: parental engagement (7.0% of the variance) 
and parental hostility (6.0% of the variance). The two ‘hostility’ factors are computed 
by one (parent hostility) and two items (child hostility). The originally conceptualized 
factor of peer alliance was not identified as a separate factor in this study.
Translation and adaptation of the FEQ. The original author was contacted, and per-
mission was received, prior to commencing this study, to use and translate the original 
version of the FEQ. In accordance with the translation guidelines of Van Widenfelt et al. 
(2005), a team (consisting of three youth psychologists) made independent transla-
tions of the questionnaire into Dutch. Consensus was reached on the best translation 
of each item. Subsequently, two native English speakers individually translated the 
text back into English. Some differences between the original questionnaire and the 
re-translated version were cause for a reconsideration of semantic equivalence with 
the goal of achieving a ‘similar effect’ on respondents independent of their native lan-
guage (English or Dutch). Pilot testing of the translated FEQ was performed with 29 
youths by attaching feedback forms to the questionnaire, which included questions 
regarding sentence construction and the Dutch translation. No adaptations were nec-




Health of the Nation Outcome Scales for Children and Adolescents (HoNOSCA). To as-
sess the construct validity of the child alliance, the Health of the Nation Outcome Scales 
for Children and Adolescents (HoNOSCA) (Gowers et al., 1999) was used. This instru-
ment was developed in the United Kingdom to measure clinically significant problems 
and symptoms and consists of 15 items, each rated from 0 (no problem) to 4 (severe to 
very severe problem). The first 13 items are summarized in a total score indicating the 
severity of mental health problems. Research supports the psychometric value of the 
HoNOSCA in terms of good inter-rater reliability and validity (Bilenberg, 2003; Brann 
& Coleman, 2010; Brann, Coleman, & Luk, 2001; Burgess, Trauer, Coombs, McKay, & 
Pirkis, 2009; Cartwright, Cox, & Psych, 2010; Eggleston & Watkins, 2008; Gowers et 
al., 1999; Hanssen-Bauer et al., 2007; Lesinskiene, Senina, & Ranceva, 2007). Case 
managers completed the HoNOSCA for youth, and in this study, the total HoNOSCA 
score was used in addition to the score on the item for disruptive behaviour. Although 
the use of a single item is questionable for validation purposes, this item involves a 
scale score given by specialist case managers.
WAV-12R (Treatment Team and Parent Version). To explore the construct validity of the 
parent alliance, the team-member version of the adjusted Dutch WAV-12 (Stinckens 
et al., 2009) was used. This is a variant of the translated short version of the Working 
Alliance Inventory (WAI original; Horvath & Greenberg, 1986; WAI-Short version; Tracey 
& Kokotovic, 1989). The WAI is a psychometrically sound and widely used instrument to 
measure the TA in adult psychotherapy (Stinckens et al., 2009). It has also been used 
to measure the TA in adult inpatient care (Munder et al., 2010). Although the WAI was 
originally developed to measure the client–therapist TA, the WAV-12 has been adjusted 
to measure the parent–team TA in a youth residential setting. This adjusted WAV-12R 
has 12 items, which are rated on a 5-point Likert-type scale, ranging from 1 ‘rarely or 
never’ to 5 ‘always’. The Dutch version of the WAV-12 had high Cronbach’s alpha val-
ues in client version (.92) and the therapist version (.94), with subscale alphas ranging 
from .81 to .93 (Vertommen & Vervaeke, 1996). The case managers and parent counsel-
lors in the sample in this study completed the adjusted WAV-12R, and the total score 
was used. The Cronbach’s alpha of the total scale score was .93 for case managers and 
.96 for parent counsellors for the sample in question.
Procedure
The study was presented to the medical ethics board of the University Medical Center 
in Leiden and considered to be in accordance with medical ethical laws in The Nether-
lands. All clients were informed before intake that Routine Outcome Monitoring (ROM) 
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is part of the general policy of Curium-LUMC to monitor treatment outcome and to be 
used in an anonymous form for research purposes (similar to de Beurs et al., 2011). In 
ROM, all clients referred to residential treatment are routinely assessed with a battery 
of tests. An exclusion criterion for ROM is insufficient mastery of the Dutch language, 
which was the case for one referred client. All but five clients gave permission for the 
use of their ROM data for scientific purposes. Other missing data were due to an un-
Box 1 FEQ, Kroll and Green (1997); Dutch translation, Lamers & Van Widenfelt, Curium-LUMC (2011)
Superscripts indicate deleted items after the exploratory factor analysis: 1 = case managers’ reports; 




foreseen fusion of two units, a planned discharge of youth and the unavailability of 
team members at the moment of data collection. For 46 of the 93 youth, team mem-
bers completed the FEQ, HoNOSCA and WAV-12 in the fourth month of treatment. 
For the other 47 youth, the FEQ and WAV-12 were administered at a random time in 
the treatment. Parent counsellors and case managers completed the questionnaires 
around the same time.
Statistical analyses
Statistical analyses (SPSS 20.0) were performed to assess (1) the factor structure of 
the FEQ for each informant individually (case managers and parent counsellors); (2) 
the reliability and validity of the identified subscales and (3) cross-agreement between 
the two disciplines. Exploratory factor analyses (EFA) was conducted using Principal 
Components Factor Analysis with a Varimax Rotation and Kaiser Normalization. Fac-
tor matrices were interpreted based on the following criteria: (1) only factors with an 
eigen value higher than 1 were retained (Costello & Osborne, 2011); (2) factors should 
have a rotated loading ≥.55 on more than one item and (3) items were not permitted to 
load on another factor > .45. Next, the internal consistency reliability was estimated for 
the factors that resulted from the EFAs using Cronbach’s alpha coefficients. Reliability 
coefficients <.60 are considered insufficient, .60 to .69 marginal, .70 to .79 acceptable, 
.80 to .89 good and ≥.90 excellent (Barker, Pistrang, & Elliot, 1994). Item-to-total cor-
relations above .40 indicate internal consistency of the subscales (Nunnally & Bern-
stein, 1991). Construct validity was assessed using Pearson correlations between the 
subscales of the FEQ and related criteria. Correlation coefficients <.30 are considered 
small, ≥.30 and <.50 medium and ≥.50 strong (Cohen, 1988). The second step was to 
explore cross-informant agreement in more detail, following the guidelines of Kottner 
et al. (2011) by computing agreement indices for the items common to the informants. 
Quadratic weighted Cohen’s kappa was used to calculate agreement beyond the ex-
pected level of chance incorporating the concept of distance between rating categories 
(Fleiss, 1981). Kappa values <.40 reflect ‘poor agreement’, .40 to .74 reflect ‘fair to good 
agreement’ and >.75 and higher reflect ‘excellent agreement’ (Fleiss, 1981). Further-
more, raw agreement indices, reported in percentages, were calculated. The scores on 
the items were recorded in 2 × 2 cross tables, with ‘a + b’ as positive values of the TA 
and ‘c + d’ as negative values of TA. Three agreement indices were calculated, the 
exact agreement (Pexact = score parent counsellor – score case manager), the raters’ 
positive decisions (2a/(ab + ac)) and the raters’ negative decisions (2d/ (cd + bd) of 
the strength of the TA.
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Data from one or more informants are available for 86 (92% response) youths. Table 1 
shows the participant characteristics. The mean age was 10.2 years, ranging from 6 to 
17 years at admission, and 79% were boys. A total of 17 youths were treated residen-
tially, and 69 attended day treatment. The majority of these youths (72%) received 
a primary classification within the autistic spectrum, 6% an emotional disorder, 7% a 
disruptive behaviour disorder and 15% another primary diagnosis. Of these 86 youths, 
53 grew up in biological families, 18 grew up in one-parent families and 15 grew up in 
other family constellations.
Factor analysis
For the parent counsellors’ (.74) and case managers’ (.80) dataset, the Kaiser–Mey-
er–Olkin measure verified the sampling adequacy, and Bartlett’s test of sphericity (all 
significant < .00) showed that the data had inherent sufficient correlations, justifying 
the performance of EFA. Missing data (seven case managers’ cases and two parent 
counsellors’ cases had one item missing) were replaced by extrapolated values using 
the person mean substitution method (Hawthorne & Elliott, 2005). The results of the 
Table 1 Characteristics of the youths attending the (semi) residential treatment units (N = 86)
Baseline characteristics Mean or no. SD or %
Age at admission 10.2 3.2
Sex
 Male 68 79
 Female 18 21
Treatment setting
 Inpatient 17 20
 Day treatment 69 80
DSM-IV Axis I Classification
 Autistic spectrum disorder 62 72
 Emotional disorder 5 6
 Behaviour disorder 6 7
 Other disorders 13 15
Family constellation
 Biological family 53 62
 One-parent family 18 21




EFAs on the FEQ are presented in Table 2 for case managers and parent counselors 
reports separately. The EFA for the case manager sample with Varimax rotation and 
Kaiser Normalization revealed four factors, named ‘youth personal alliance’, ‘youth 
task alliance’, ‘parent alliance’ and ‘youth hostility’. These factors accounted for 62% 
of the variance, 34%, 11%, 10% and 7%, respectively. Items 2 and 10 were excluded be-
cause they did not correspond to the chosen criteria. The EFA on the reports of par-
ent counsellors yielded three factors that fit the criteria, named ‘youth task alliance’, 
‘youth personal alliance’ and ‘parent alliance’. These factors accounted for 48% of the 
variance, 27%, 12% and 9%, respectively. The chosen criteria for the judgment of the 
EFA with parent counsellor reports resulted in four deleted items. Remarkably, the 
first three factors in both factor structures of case managers’ and parent counsellors’ 
sample, namely, ‘youth personal alliance’, ‘youth task alliance’ and ‘parent alliance’, 
resembled the conceptualized factors of Kroll and Green (1997) as well as the factors 
found in the factor structure found by Green and colleagues (2001).
Reliability of the subscales
In Table 3, the mean scores of case managers and parent counsellors on the different 
scales are presented. A low score of ‘1’ indicates a strong alliance, and a high score of 
‘4’ represents a weak TA. As can also be seen in Table 3, the Cronbach’s coefficients of 
the ‘youth personal alliance’ and ‘youth task alliance’ subscales showed acceptable 
to good internal consistency. The Cronbach’s alpha coefficient for the factor ‘parent 
alliance’ was close to acceptable for the case managers’ data (.69), but falls short for 
parents counsellors’ data (.57). However, the alpha coefficients found in the initial vali-
dation study of Kroll and Green (1997) correspond with these findings with .68 to .80 for 
youth alliance scales and .61 to .66 for the ‘parent alliance’. The factor ‘youth hostility’ 
from the case managers’ data was insufficiently internally consistent. The Cronbach’s 
alpha coefficient for the total scale for case managers’ (.85) and parent counsellors’ 
data (.81) was good. The internal consistency of each subscale was further examined 
with item-to-total correlations, which were all above .40 (case managers .52–.93, par-
ent counsellors .51–.86), indicating the homogeneity of the subscales. The correlations 
between total scores and found subscales were .82, .86, .60 and .24 (p < .01) for case 
managers and .84, .76 and .46 for parent counsellors. This indicates that the subscales 
each measure a unique aspect of the TA in youth residential psychiatry.
Validity of the subscales
Pearson’s correlations between the subscales of the FEQ and chosen related con-
structs are also presented in Table 3. A strong ‘task’ and ‘personal’ alliance of the 
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youth (indicated by a low score) was positively correlated with fewer problems on the 
HoNOSCA in both the case managers’ and parent counsellors’ reports (indicated by 
a low score). Kroll and Green (1997) only found initial validation for the ‘youth task 
alliance’ by relating the scale to clinician’s ratings. In addition, the hypothesis that 
Table 2 Results of the EFAs with Varimax rotation and Kaiser normalization of the FEQ with case 
managers’ (N = 86) and parent counsellors’ reports (N = 80) 
FEQ case managers EFA factor  
loadings
FEQ parent counsellors EFA factor  
loadings
1 2 3 4 1 2 3
1 Youth personal alliance 1 Youth task alliance
C confides about family .86 .11 .14 .02 T has difficulty engaging C .83 –.12 -.05
C confides in children .82 .23 .05 .03 C is selective in activities .80 –.12 -.01
C is interested in T .76 .35 .11 .01 C is motivated to work –.74 .12 -.10
C seeks T when upset .76 .34 .03 –.06 C uses sessions –.64 .37 .01
C tries to make friends .63 .45 .04 –.04 C is hostile to children .64 .07 .10
2 Youth task alliance C appears out of place .58 –.14 –.35
C is motivated to work .33 .73 .19 –.22 2 Youth personal alliance
C appears out of place .05 –.71 .10 .04 C confides in children –.09 .83 .03
T has difficulty engaging C –.29 –.67 –.12 .09 C confides about family –.19 .73 –.11
C uses sessions .38 .65 .29 –.05 C is interested in T –.18 .66 .09
C is selective in activities –.26 –.61 –.26 –.25 C seeks out S when upset –.02 .55 .08
3 Parent alliance C participates spontaneously –.31 .55 .12
P confide about problems –.11 .09 .80 –.06 3 Parent alliance
P make efforts to attend .06 .32 .72 .02 P take initiative in contact –.01 –.01 .82
P take initiative in contact .17 .16 .70 –.28 P make efforts to attend –.11 –.12 .67
P have hostile attitude to T –.20 .17 –.60 –.34 P confide about problems .08 .33 .63
4 Youth hostility Not matching the criteria
C attempts to abscond .05 –.03 .02 .84 C tries to make friends –.00 .36 .23
C is hostile to children –.10 –.03 –.07 .77 C attempts to abscond .26 –.05 –.12
Not matching the criteria: C does not seem to trust T .26 .04 .03
C does not seem to trust T –.38 –.39 –.10 .32 P have hostile attitude to T .05 –.16 –.10
C participates spontaneously .46 .52 .18 .01





high ‘youth hostility’ (indicated by a high score) would correlate positively with high 
disruptive behaviour problems (indicated by a high score) was confirmed. All of the 
subscales, except the one concerning the parent alliance factor of parent counsellors, 
showed a medium-to-strong construct validity. The validation of the factor ‘parent 
alliance’ for case managers’ reports is consistent with the initial validation of Kroll and 
Green (1997).
Cross-informant agreement
To investigate agreement between the perspective of case managers and parent coun-
sellors on the TA in detail, further analyses were limited to the items common to case 
managers’ and parent counsellors’ factor structures. Agreement indices between case 
managers’ and parent counsellors’ reports were examined and are shown in Table 4. 
Remarkably, there was almost no agreement, beyond chance, between case mana-
gers and parent counsellors on items related to the personal alliance with youth. There 
was an especially notable lack of agreement on positive reports on the child confiding 
in the team members. Only some agreement regarding the ‘personal alliance’ existed 
in the negative judgments of team members towards the child’s personal alliance with 
team members (85%). In contrast, there seems to be a fair amount of agreement (wk > 
.40) on ‘child task alliance’–related items, although the raw agreement indices per item 
specify less agreement. Case managers and parent counsellors do agree more on the 
Table 3 Reliability of the subscales of the FEQ with case managers’ (N = 86) and parent counsellors’ 
reports (N = 80). Criteria validity for the youth alliance subscales (N = 40) and for the parent alliance 







FEQ CM Parent Alliance 1.83 (0.65) .69 WAV-12 CM .56**
FEQ CM Youth Task Alliance 2.00 (0.74) .84 HoNOSCA TS .52**
FEQ CM Youth Personal Alliance 2.77 (0.76) .88 HoNOSCA TS .36*
FEQ CM Youth hostility 1.44 (0.48) .51 HoNOSCA DB .40*
FEQ PC Parent Alliance 2.00 (0.71) .57 WAV-12 PC .23
FEQ PC Youth Task Alliance 2.00 (0.72) .84 HoNOSCA TS .42**
FEQ PC Youth Personal Alliance 3.00 (0.60) .75 HoNOSCA TS .36*
Note. CM: Case Manager; PC: Parent Counsellor; M: Mean Score; SD: Standard Deviation; 1 reflects 
a strong alliance and 4 reflects a weak alliance; WAV-12: Working Alliance Inventory Short Form, 
therapist version; HoNOSCA: Health of Nation Outcome Scales; TS: Total Score; DB: Disruptive Be-
haviour. **Significant at the 0.01 level; *Significant at the 0.05 level.
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amount of effort that parents make to attend (77% of the scores are similar), indicating 
that both view the engagement of the parents in the treatment quite similarly. How-
ever, on aspects that are more personal, the agreement between case managers and 
parent counsellors is again low.
DISCUSSION
This study examines the assessment of the TA in youth (semi)residential psychiatry 
from the team members’ perspective. TA assessment is an inherently complex task 
due to the nature of the therapeutic environment of this setting. Although in earlier 
research, the FEQ was used with a predominantly inpatient sample, this research also 
incorporated youth in day treatment. Moreover, while the FEQ was previously used to 
measure the TA with the nursing staff, in this study, the TA with the entire multidisci-
plinary team was measured. The findings suggest that the FEQ is a solid instrument 
for assessing both the youth and parent TA with the multidisciplinary team in a youth 
(semi) residential setting. This is promising for future use of this instrument because the 
youth and parent TA might each have different effects on outcome factors. Further-
Table 4 Cross agreement indices between FEQ reports of the alliance by case managers and parent 
counsellors (N = 80)
FEQ items and subscales wk Pexact Ppos Pneg
Factor 1: Youth Personal Alliance
 C confides about family life .18 47 0 85
 C confides in other children .04 37 8 85
 C is interested in T .11 22 42 55
 C seeks T when upset .15 13 42 74
Factor 2: Youth Task Alliance
 C at ease/motivated to work .44 49 88 47
 T have difficulties engaging C .46 44 84 69
 C uses therapeutic sessions .42 34 72 45
 C appears out of place .42 63 50 89
 C is selective in activities .29 32 69 54
Factor 3: Parent Alliance
 P confide about problems .13 32 64 43
 P make efforts to attend .50 77 95 46
 P take initiative in contact .29 38 67 61
Note. C: child; P: parents; T: team members; wk : quadratic weighted kappa; Pexact: percentage 




more, to the author’s knowledge, this is the first study that examined the perspective 
on the TA of different team members that are involved with the same youth and their 
parents. Especially in this setting with multiple TAs, exploring cross-informant agree-
ment is a prerequisite to determining a reliable assessment procedure. The results of 
the cross-informant agreement investigation indicated that if different team members 
are involved in the treatment of youths, each has a unique view on the youth and par-
ent alliance with the multidisciplinary team. Capturing multiple reports in measuring 
the TA is therefore desirable for future research.
Factor analyses on the FEQ with the case managers’ and parent counsellors’ reports 
separately revealed a meaningful structure. Three core factors named ‘youth person-
al alliance’, ‘youth task alliance’ and ‘parent alliance’ were present in both the case 
managers’ and parent counsellors’ factor structure. Moreover, these three factors cor-
respond for the most part with the theoretically conceptualized factors by Kroll and 
Green (1997) and with three factors from the factor structure identified by Green et al. 
(2001). The two youth factors resembled ‘child’s personal and therapeutic engage-
ment with the wards’ team members’ and ‘child’s engagement with therapeutic ac-
tivities’, as labelled by Kroll and Green (1997). In the ‘Method’ section of Green et al. 
(Green et al., 2001), these factors were named ‘general child alliance, relating to child’s 
integration into the unit and participation in activities’ and ‘child confiding, related 
to intimate confiding relationships with staff’. In this article, the youth alliance scales 
of the FEQ were renamed in order to correspond to the two concepts in Hougaard’s 
theory (Hougaard, 1994), ‘personal’ and ‘task’ alliance. The cohesion of the ‘youth task 
alliance’ and ‘youth personal alliance’ scales was supported by strong internal con-
sistency. Our hypothesis that a strong youth alliance would be related to more posi-
tive general functioning of the youth was confirmed, which contributes to the criteria 
validity of these subscales. In the earlier validation study of Kroll and Green (Kroll & 
Green, 1997), they also found criteria validity for the ‘task’ youth alliance scale with 
a significant correlation with the ratings on a clinician instrument. However, no such 
correlation was found for the ‘youth personal alliance’. It remains a task for future re-
search to prove validity by distinguishing the ‘personal’ and ‘task’ scales. Interestingly, 
the distinction between personal and task aspects of the youth alliance concept, based 
on Hougaard’s conceptual model (1994), resembles adults’ conceptualization of the TA 
as proven by factor analysis of common adult TA measures (Munder et al., 2010; Shirk 
& Saiz, 1992). 
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In contrast to the adult conceptualization of the TA, the parental alliance might also 
play an important role for youth. A stronger parent alliance with the therapist is asso-
ciated with improved parenting skills, greater therapeutic change in children and more 
treatment attendance and retention (Kazdin, Whitley, & Marciano, 2006). McLeod 
(2011) showed that the parent alliance was more strongly related to the youth psycho-
therapy outcome than the youth alliance. Both factor analyses in this study revealed 
a third factor, which corresponded with the conceptualized factor by Kroll and Green 
(1997) and with the factor found in the prior factor analyses of Green et al. (2001). 
For case managers, this scale had an acceptable internal consistency and construct 
validity. However, for parent counsellors, the Cronbach’s alpha coefficient was not as 
high, and the validity was low. Kroll and Green (1997) did find significant correlations 
of the parent alliance scale with the clinician-rated parental alliance. They also looked 
at discriminant validity across three units and found a trend of a difference in parental 
alliance across the three units. The primary focus in youth literature was on the youth 
alliance, with little attention to the parent alliance (Kazdin et al., 2006; McLeod, 2011). 
The available alliance instruments only focus on the child alliance, despite the impor-
tant role of parents in the treatment (Elvins & Green, 2008). However, nearly half of 
the parents of youths in inpatient care mentioned wanting more support from team 
members in interviews (Puotiniemi, Kyngäs, & Nikkonen, 2002). Therefore, this ques-
tionnaire is unique among the other alliance measures in the youth mental health field 
because it incorporates both youth and parental alliances.
The fourth FEQ factor of the case managers’ reports, labelled ‘youth hostility’, seemed 
to fit exactly the fifth factor, computed by the same two items, reported as a result of a 
factor analysis by Green et al. (2001). However, this factor was not identified in the fac-
tor structure with reports of parent counsellors and was also not originally conceptual-
ized by Kroll and Green (1997). The internal consistency of this scale in this study was 
low. With regard to criteria validity, high child hostility was correlated to high external-
izing behaviour. Although ‘youth hostility’ might be seen as a form of resistance in the 
therapeutic relationship, it might also be an expression of externalizing behaviour or 
a willingness of the youth to go home. The same may account for the factor ‘parent 
hostility’, identified in the factor analyses of Green et al. (2001), computed from only 
one item, which did not appear in this study as a separate factor. How these ‘hostility’ 
aspects relate to the core concept of the TA is an open question. To the author’s knowl-
edge, there are no alliance measures in the youth mental health field incorporating 




The conceptualized factor ‘child’s alliance with peers’ was also not identified as a sep-
arate factor in this research, which coincides with the factor analysis of Green et al. 
(2001). This is not a surprise because the concept of the TA involves relationships with 
therapists, not relationships with other clients in the ward. The influence of peer rela-
tionships on the outcome of residential treatment is an important research topic that 
might stand by itself (Zakriski, Wright, & Cardoos, 2011). Zack et al. (2007) suggest 
operationalizing the youth TA as a clean core construct in order to create insight in the 
process by which it affects treatment (Zack et al., 2007). Hence, ‘youth personal alli-
ance’, ‘youth task alliance’ and ‘parent alliance’ were considered in this current study 
as the core scales of the FEQ.  
The FEQ differentiates between the ‘task’ and ‘personal’ aspects of the alliance as 
well as between ‘youth’ and ‘parental’ alliance. Much is left unexplored regarding the 
relationship between different aspects of the alliance and different outcome factors of 
youth residential psychiatric treatment. For example, Hawley and Weisz (2005) found 
in an outpatient setting that the parent–therapist alliance was associated with fewer 
cancellations, no-shows and dropouts, whereas the child–therapist alliance was asso-
ciated with greater symptom improvement. The parent TA might even have a mod-
erating effect on the youth TA–outcome relationship (Shelef, Diamond, Diamond, & 
Liddle, 2005). In the future, the FEQ could be used to generate insight into how differ-
ent aspects of the multiple alliances relate to outcome variables. For this reason, the 
FEQ can have a substantial contribution to the effective delivery of youth residential 
treatment.
One of the strengths of our study is its comprehensive analysis on the item level of 
agreement between two different disciplines involved with the same youth and his 
parents. Assessment of cross-informant agreement is required for instruments that 
are used for evaluative purposes (de Vet, Terwee, Knol, & Bouter, 2006) and should 
not be confused with the assessment of inter-rater reliability or cross-validation of 
the questionnaire (Kottner et al., 2011). The hypothesis that different disciplines in a 
(semi)residential multidisciplinary team will have different perspectives on their TA 
with youth and parents as a team was confirmed in this study. The low level of agree-
ment between the two disciplines in this study is in agreement with findings in an 
adult inpatient setting that observed an absence of congruence among the different 
disciplines’ perceptions on the TA (Gallop, Kennedy, & Stern, 1994). The results show es-
pecially low levels of agreement on the personal aspects of the TA with youth and par-
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ents. Case managers and parent counsellors seem to have different views on the way 
parents and children confide and show interest in team members. This is explained by 
earlier findings that agreement between reporters is regularly higher for more objective 
(task) alliance items than for subjective (personal) alliance items (Bachelor, 2011; Clem-
ence, Hilsenroth, Ackerman, Strassle, & Handler, 2005). For the assessment procedure 
of multiple alliances in the residential setting, the conclusion is that two disciplines can 
add new and therefore unique information.
The current study does not indicate how each discipline values the TA. Nevertheless, 
as these discrepancies are inherent to the assessment of the TA, it might be helpful to 
examine their clinical importance. Disagreement between disciplines on the strength of 
the TA may have important consequences in the mutual teambuilding of team mem-
bers. For example, Gross and Goldin (2008) described that shared motivation, taking 
responsibility and true consent about treatment goals among the team, parents and 
youth are crucial to outcomes. The challenge for multidisciplinary teams in residential 
settings is to reflect regularly on their therapeutic attitude towards the youth and their 
parents.
This study addresses an area of research that has been relatively understudied. A lim-
itation of the study is the somewhat small sample size for EFA. Replication is needed 
in additional inpatient and day-patient youth settings representing more diverse psy-
chopathology. The sample of this study contained a high degree of youth with autism 
spectrum disorders (72%). According to case managers, their responses on a few items 
of the FEQ might have been influenced by whether the child has a disorder in the au-
tistic spectrum. Symptoms such as social interaction problems and lacking motivation 
for tasks can lead to subjects scoring lower on some items although the youths are not 
deliberately less engaged with the team. Literature on the original version of the FEQ, 
however, mentions that alliance is not confounded with diagnosis or client type, except 
for disruptive behaviour (Green, 1996; Kroll & Green, 1997). In our sample, the majority 
of patients were treated in a day setting, while earlier psychometric work by Green and 
colleagues (Green et al., 2001; Kroll & Green, 1997) was performed with a predominant-
ly inpatient treatment. A comparison of factor structures between these two settings 
remains a task for future research. 
The reported findings contribute to the refinement of assessment procedures for the 




findings support the psychometric properties of the FEQ. When measuring the alliance 
in settings where multiple therapists are involved, assessment procedures should be a 
multi-informant affair. Our findings suggest that team members should not assume 
that colleagues share their views of the therapeutic relationship and therapeutic work 
with youths and their parents. This article seeks to encourage team members in res-
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The therapeutic alliance between multidisciplinary teams and parents within youth 
(semi) residential psychiatry is essential for the treatment process and forms a prom-
ising process variable for Routine Outcome Monitoring (ROM). No short evaluative in-
strument, however, is currently available to assess parent-team alliance. In this study, 
the Working Alliance Inventory-Short Version (WAV-12), a widely used alliance ques-
tionnaire, was adjusted to assess parent-team alliance from both a parent and team 
perspective within a youth residential setting. Psychometric properties, including fac-
tor structure and validity of the subscales, were explored. A sample of youth with main-
ly complex developmental disorders admitted to 11 inpatient and day patient units of a 
child and adolescent psychiatric institute participated in this study. The case manager 
involved with the youth and the primary caregiver of 87 youth completed the revised 
WAV-12 (WAV-12R). The team version of the WAV-12R showed a good fit to the original 
conceptualized model, and distinguished Bond, Task and Goal scales. For the parents’ 
version an adjusted model with Insight, Bond and combined Task/Goal scales had 
the best fit. The reliability and validity of the scales were shown to be good. This pa-
per presents preliminary evidence that the parent and treatment team versions of the 
WAV-12R are psychometrically sound for assessing parent-team alliance within youth 
(semi) residential psychiatry in the Netherlands. The team and parents’ versions of the 
WAV-12R are recommended instruments to complement outcome measures in ROM.
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INTRODUCTION
In youth mental health care, the therapeutic alliance of therapists with parents is 
regarded as a crucial component related to treatment success. The decision to seek 
treatment is rarely made by children or adolescents (hereafter youth) themselves. In-
stead, parents often lend their consent to treatment, provide transportation and may 
encourage youth to participate in treatment (Karver, Handelsman, Fields, & Bickman, 
2005; Keeley, Geffken, Ricketts, McNamara, & Storch, 2011; McLeod, 2011; McLeod & 
Weisz, 2005). Not surprisingly, the parental therapeutic alliance has been associated 
with treatment attendance and retention (Hawley & Weisz, 2005; Kazdin et al., 2006). 
In addition, the more positive the therapeutic alliance between parents and therapists, 
the greater the therapeutic change in youth (Kazdin, Marciano, & Whitley, 2005; Ka-
zdin et al., 2006). Parents who are actively participating in treatment will more likely 
make changes that result in an environment conducive to positive outcomes of youth 
care (Karver, Handelsman, Fields, & Bickman, 2006). Even more, parents are often 
part of the therapeutic process, for example, in cases where they modify their paren-
ting behavior by following parent training (Karver et al., 2005; McLeod & Weisz, 2005). 
Stronger parental therapeutic alliances are related to more improved parenting skills 
(Kazdin et al., 2006). A meta-analysis of McLeod (2011) underscores the importance of 
the parental alliance in youth psychotherapy research, as their results indicated that 
the effect size of the alliance-outcome association was practically identical for the 
youth alliance and parental alliance. 
 
Despite the valuable role of the parental therapeutic alliance in youth care, empiri-
cal research on parental alliance is scarce compared to the dozens of youth alliance 
stu dies (McLeod, 2011) and hundreds of adult alliance studies (Horvath et al., 2011). 
A factor contributing to the lack of research in the youth field is the complexity of the 
construct of therapeutic alliance in youth mental health care compared to adult men-
tal health care. There is no consensus on a general definition of therapeutic alliance in 
youth care research (Elvins & Green, 2008; Zack et al., 2007). In adult psychotherapy, 
therapeutic alliance is generally conceptualized as consisting of three components: the 
bond or affective components of the relationship, agreement on the tasks or activities 
of the therapy, and shared agreement on the goals of the therapy (Bordin, 1979). It has 
been argued that youth alliance may be viewed as a one-dimensional construct due 
to youth’s incapacity to discriminate between different components of the alliance 




van der Helm, Strijbosch, van Brandenburg, & Stams, 2014; Shelef & Diamond, 2008). 
Various youth alliance measures designed for use in youth psychotherapy have indi-
cated one-factor solutions when subjected to factor analysis (Faw, Hogue, Johnson, 
Diamond, & Liddle, 2005; Fjermestad et al., 2012). In contrast, for the parental alli-
ance, the three components of Bordin (1979)—Bond, Task and Goal—might each play a 
role. Parents are often intensively involved in treatment planning, setting of treatment 
goals and conduct treatment tasks themselves (such as parent training). Unfortunate-
ly, parental alliance measures, until now, have not involved Bordin’s components (Ac-
curso et al., 2013) or have neglected making a distinction between these components 
(Hawley & Garland, 2008; Kazdin et al., 2006). Another factor complicating the con-
ceptualization of the youth alliance construct in contrast to the adult alliance con-
struct is that the youth alliance is not a mutual construction of a single relationship 
between a patient and therapist. Instead, relationship building occurs between youth, 
parents and therapists, who each have different roles within the therapeutic process. 
In most cases, at least two therapeutic alliances, youth and parents, are active during 
the treatment of the youth, which will have mutual influencing effects and shifts as 
treatment progresses. Therefore, it is striking that until now the alliance of youth and 
parents in youth care research has been measured with one therapist only (Accurso 
et al., 2013; Fjermestad et al., 2012; Hawley & Garland, 2008). Especially in complex 
treatment settings, like youth psychiatry or residential youth care, a multidisciplinary 
treatment team is involved, instead of one therapist, in the treatment of youth. Classi-
cal alliance instruments might fail to capture relevant facets of the therapeutic alliance 
when more disciplines or a complete multidisciplinary team is involved (Blais, 2004; 
Catty et al., 2012; Munder et al., 2010). 
While the most severe and complex youth receive treatment in psychiatric (semi) res-
idential settings, there has been minimal research in these settings to the parental 
alliance with the team. In this paper the term, (semi) residential psychiatry, is used for a 
multimodal treatment intervention, offered within an Institute for Child and Adolescent 
Psychiatry by a multi-Professional team, for youth with psychiatric disorders, which 
attend at least 3 days a week till a week long overnight stay. Three studies only report 
on the predictive value of the parental alliance, mostly assessed from the team’s per-
spective, for youth treatment results (Green et al., 2007; Green et al., 2001; Kabuth et 
al., 2005). There is a lot to be gained if, in addition to the team’s information, informa-
tion on the parental alliance would be collected from parents themselves in residential 
settings. A meta-analysis of McLeod (2011) showed that parent report of the youth al-
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liance was more strongly linked to outcome than youth and observer reports. In earlier 
days, parents were often poorly involved during youth hospitalization; the idea was 
to break negative interaction chains between parents and youth (Verheij & Van Loon, 
1989). Nowadays, parents are often regarded as partners in the coordination of the 
treatment process for their children (Gross & Goldin, 2008). Family involvement during 
residential treatment of youth has consistently been associated with improved treat-
ment outcome (Hair, 2005; Robst et al., 2013). Parents’ information on the therapeutic 
alliance might be crucial to the clinical therapeutic process of the treatment. Failure 
to establish a parental alliance may hinder treatment efforts, potentially increase the 
resistance of youth, and lead to premature termination of treatment. The ‘‘unsticking 
of stuck situations’’ of the residential team together with parents is often the way to 
therapeutic change in both the youth and the family (Gross & Goldin, 2008). If parents 
and the team receive explicit information about the parental alliance, this might pre-
vent stagnation and dropout during treatment. The parent-team alliance will—inevi-
tably—come under strain at times during residential treatment (Green, 2006); there-
fore instruments are needed that can regularly assess this process variable. 
Since psychiatric (semi) residential treatment is one of the most intensive and costly 
treatments in youth care, psychometrically sound monitoring instruments could pro-
vide an opportunity to continuously evaluate and improve the quality of this treat-
ment. Although the adult field has focused comprehensively on implementing Routine 
Outcome Monitoring (ROM), progress in the youth field lags behind (Bickman, 2008). 
Creating routine measuring systems for youth is complex; developmental aspects of 
youth, different informants and contextual factors should be taken into account (Boer, 
Markus, & Vermeiren, 2012). Boer and colleagues (2012) stressed the priority of devel-
oping ROM instruments related to parental factors in youth care. One factor worth-
while measuring in a ROM system is the therapeutic alliance with parents. When, in 
adult psychotherapy, feedback is given on therapeutic alliance as well as on outcomes 
within a ROM framework, clients are more likely to achieve a change of clinical signif-
icance (Whipple et al., 2003). Until now, in the youth research field the focus of ROM 
implementation has been primarily on outcome measures (Hall et al., 2013) rather 
than on process measures. Including an instrument assessing the parental alliance in 
youth care may essentially contribute to ROM. 
Currently, no measure is available (a) to assess parental alliance routinely over time, 




ures parental alliance with a whole treatment team instead of one therapist only, (d) 
that is able to assess parents’ as well as the team members’ perspective on parental 
alliance, and (e) that is tailored to the complex setting of (semi) residential psychia-
try. To address this gap in the literature and in the clinical practice of youth care, the 
Working Alliance Inventory—12 (WAV-12; Stinckens et al., 2009), a Dutch–Flemish 
translation of the Working Alliance Inventory-Short version (WAI-S; Tracey & Kokotovic, 
1989), was adjusted. The WAI-S questionnaire is originally derived from the Working Al-
liance Inventory (WAI; Horvath & Greenberg, 1986), which is the most commonly used 
therapeutic alliance measure in adult mental health research (Ross et al., 2011). The 
WAI is a 36-item paper-and-pencil self-report questionnaire, which captures the per-
ception of the client and the therapist on Bordin’s (1979) three dimensions of the thera-
peutic alliance. Initially developed for and studied in outpatient adult settings, the WAI 
has also been adapted for use in other settings (Florsheim, Shotorbani, Guest-Warnick, 
Barratt, & Hwang, 2000; Hintikka, Laukkanen, Marttunen, & Lehtonen, 2006; Kazdin 
et al., 2005), and in other countries (Corbella & Botella, 2004; Guédeney, Fermanian, 
Curt, & Bifulco, 2005; Soygüt & Uluc, 2009; Vertommen & Vervaeke, 1996). The meas-
ure aims to be nonspecific to either treatment technique or theory (Horvath & Green-
berg, 1989; Martin, Garske, & Davis, 2000). A shortened 12-item version of the instru-
ment, the WAI-S, was developed by selecting the four highest loading items of each 
of the three subscales—Goal, Task and Bond (Tracey & Kokotovic, 1989). Subsequent 
factor analyses of the WAI-S with different adult populations found support for either 
one-, two- (Bond factor and a combined Goal/Task factor referred to as Work factor) 
or three-factor (Bond, Goal and Task factor) models (Andrusyna, Tang, DeRubeis, & 
Luborsky, 2001; Corbière, Bisson, Lauzon, & Ricard, 2006; Horvath & Greenberg, 1989; 
Horvath & Luborsky, 1993; Tracey & Kokotovic, 1989). Belgian colleagues translated the 
WAI-S to Flemish–Dutch (WAV-12) to measure the therapeutic alliance in adult psy-
chotherapy and found support for the reliability of the three different subscales, with 
high Cronbach’s alphas: client version (0.92), therapist version (0.94), with subscale 
alphas ranging from 0.81 to 0.93 (Vertommen & Vervaeke, 1996). 
An adjusted version of the Dutch–Flemish WAV-12 to assess the parent-team alliance 
in youth residential psychiatry may be a useful, low burden, and an accurate instru-
ment to be part of a routine monitoring system. Therefore, adaptations are needed of 
the two versions of the WAV-12 to the youth psychiatric residential setting, the target 
group, and the Dutch culture. The client version was transformed into a parent version 
and the therapist version into a team version. Next, the psychometric properties of the 
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two adapted versions of the WAV-12 were examined in a sample of youth, mostly di-
agnosed with developmental disorders, who were admitted to residential units (mostly 
day treatment) of a youth psychiatric institute. In the Netherlands, semi-residential 
settings generally involve a large number of youth with developmental disorders, as 
also reported by De Jonge et al. (2003). As the parental alliance in (semi) residential 
psychiatry is as yet not clearly defined as a concept, the present study aims to take 
a closer look at the underlying structure of the adjusted WAV-12 versions. Firstly, it 
was expected that factor analysis would reveal that Bordin’s (1979) three components 
found in adult psychotherapeutic settings would also apply to parental alliance. It is 
important to identify the different components that account for team members’ and 
parents’ view of parental alliance because they each might be associated differently 
with outcome variables of (semi) residential treatment. Secondly, based on the strong 
psychometric foundation of the WAI-S (Busseri & Tyler, 2003) and on previous findings 
regarding the WAV-12 (Stinckens, Ulburghs, & Claes, 2009), it was expected that both 
the internal consistency and concurrent validity of the subscales would be moderate 
to good. Given the context of a psychiatric residential setting with a large number of 
youth with severe and complex developmental disorders, the validation of the adapted 
WAV-12 is a necessity. In sum, the aim of the present study was to adjust the WAV-12 




This study included youth who were admitted to one of the 11 (semi) residential psych-
iatric units of an academic child psychiatric treatment center in the Netherlands. The 
units are located in two cities in the western part of the Netherlands and each provides 
treatment for seven to eight youth. These youth, ranging in age from 5 to 18 years, 
become admitted when experiencing severe psychiatric problems in combination with 
impaired personal, family and/or school functioning. The only exclusion criterion is 
an IQ less than 70. Referral sources include the institute’s outpatient setting, general 
practitioners and youth health-care centers. Youth attend semi-residential treatment 
for at least three but usually 5 days a week, for 8 h a day. In inpatient settings, the 
youth stay overnight for at least 5 days a week. A multidisciplinary approach is ap-
plied, which consists of the therapeutic milieu on the ward, parent counseling/training, 




highly structured day schedule in which social settings, such as school and sports, are 
integrated. A child psychiatrist or clinical psychologist is connected to the youth as 
a case manager and has overall responsibility for the treatment of the youth. Other 
clinicians involved are group care workers, creative therapists, psychomotor therapists 
and parent counselors. The primary goal of (semi) residential treatment is reducing 
psychiatric symptoms and improving youths’ quality of life and wellbeing. Treatment 
goals are tailor-made and can include diagnostics by means of intensive observation, 
reduction of anxiety symptoms, increase in adaptability, improvement of peer rela-
tions and increase in self-confidence.
Participants
Primary caregivers and case managers of 93 youth were involved as participants. Case 
managers, two psychiatrists and three clinical psychologists, had more than five years 
of experience in child and adolescent psychiatry. The youth were admitted between 
June 2011 and December 2012 to 11 day and inpatient units. One referred client in this 
sample was excluded due to insufficient knowledge of the Dutch language. All but 
five of the clients gave permission for the use of their ROM data for research purposes. 
Analysis of the reasons why some participants did not respond after having given 
permission revealed that missing data were due to factors like the unforeseen fusion 
of two units, planned discharge and unavailability of case managers at the moment 
of data collection. In the case of 87 youth, data were available from one or two inform-
ants: 80 (response 86 %) from case managers and 73 (response 78 %) from primary 
caregivers (mostly mothers, but also two fathers). The 87 youth (79 % male) partici-
pating in the study ranged in age from 5.6 to 17.3 years, with a mean age of 10.3 years 
(SD = 3.2), of whom 17 were treated as inpatients and 70 received day treatment. The 
majority (71 %) of these youth received a primary DSM IV classification within the autis-
tic spectrum, as assessed by the case manager after 3 months of treatment, 8 % were 
classified as having a behavioral disorder, 6 % as having anxiety/emotional disorders, 
while 15 % were classified otherwise. Of these youth, 54 grew up in complete families, 
17 in one-parent families, seven had co-parents, seven grew up with a mother and a 
stepparent and two with foster parents.
Procedures 
The study was submitted to the medical ethical board of the University Medical Center 
in Leiden and approved as being in accordance with the medical ethical law in the 
Netherlands. Participants were informed before intake that ROM is part of the clinical 
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setting’s general policy to monitor treatment outcome and that questionnaire data 
were to be used in an anonymous form for research purposes, as done by De Beurs 
and colleagues in adult psychiatry in the Netherlands (De Beurs et al., 2011). For 46 of 
the 93 youth, data were collected around the fourth month of treatment and for the 
remaining 47 at a random point in time during treatment. The youths’ questionnaires 
were completed around the same time by their caregiver and case manager, mostly 
online, but also on paper, and returned in a sealed envelope. 
Adaptation and Pilot Testing of the WAV-12R (Treatment Team and Parent Version) 
After receiving approval from the Flemish authors, the versions of the WAV-12 (Stinck-
ens et al., 2009) were adapted to measure the parent-team therapeutic alliance from 
two perspectives in a Dutch youth residential psychiatric setting. A team of three clin-
ical psychologists and researchers made adjustments in multiple steps to adjust the 
Dutch versions of the Belgian WAV-12, thereby taking into account the specific setting 
in which the questionnaire was to be used and the Dutch culture and language. The 
most important adjustments to the WAV-12 were: (a) the expression ‘therapist’ was 
replaced by ‘treatment team’; (b) the term ‘client’ was changed to ‘parents of the child 
who is in treatment’; (c) the blank line that needed to represent the name of the thera-
pist or client in the original questionnaire was replaced by ‘treatment team’ or ‘parent’; 
(d) the terms ‘sessions’ and ‘therapy’ were changed to ‘treatment’; and (e) for reasons 
of clarification, ‘we’ was replaced by ‘the treatment team and I.’ Next, a pilot test was 
done with the Dutch WAV-12R in a sample of 20 youth with case managers and the 
primary caregiver as informants. In a form attached to the questionnaire, the inform-
ants were asked to give feedback on three aspects of the Dutch WAV-12 versions. They 
were asked to respond to the content of the items, the rating options and the appro-
priateness of the Dutch formulation of the items. Based on the findings, two Belgian 
terms were replaced by more commonly used words in the Netherlands. One of these 
terms involves the fourth response option of the five-point Likert scale, ranging from 
1: ‘rarely or never’ to 5: ‘always.’ The other one refers to one Belgian expression that is 
seldom used in the Netherlands. The final versions of the WAV-12R (see Box 1 for Eng-
lish translation of the items) were reported back to the Belgian authors of the WAV-12 
versions. Back translation was not deemed necessary given the shared language of 
Belgium and the Netherlands. The ‘Bond’ scale consists of items 3, 5, 7 and 9, the 
‘Goal’ scale of items 1, 4, 6 and 11 and the ‘Task’ scale of items 2, 8, 10 and 12. Both the 
team and parent versions of the Dutch WAV-12R have the same format, involving 12 




Box 1 English translation of the items for the two versions of the WAV-12R. 
Questions in the treatment team version of the WAV-12R. 
1. One result of this treatment is that it is clearer for parents how they and their child 
could change.
2. Parents and I have confidence in the usefulness of our current activities in the treat-
ment. 
3. I believe that parents like me. 
4. Parents and I worked together to determine treatment goals.
5. Parents and I respect each other. 
6. Parents and I work on treatment goals we all agreed upon. 
7. I appreciate parents as persons. 
8. Parents and I agree about what is important to work on. 
9. I respect parents, even if they do things I don’t approve of. 
10. I am confident that the things we do in treatment will help parents to achieve the 
changes they want for their child and family. 
11. The parents and I have formed a good understanding of the kind of changes that 
would be good for their child and them. 
12. Parents believe that the way of working on the problems of their child is the right way. 
Questions in the caregiver version of the WAV-12R. 
1. One result of this treatment is that it is clearer for me how my child can change. 
2. What I do in this treatment gives me more insight into my child’s problems. 
3. I believe the treatment team likes me. 
4. The treatment team and I work together in determining the treatment goals. 
5. The treatment team and I respect each other. 
6. The treatment team and I work on treatment goals we all agreed upon. 
7. I feel appreciated by the treatment team. 
8. The treatment team and I agree about what is important for us to work on. 
9. I feel the treatment team cares for us, even if we do things they disapprove of. 
10. I think that my contribution to this treatment will help me and my child to achieve the 
changes we want. 
11. The treatment team and I have formed a clear understanding of the kind of changes 
that would be good for us. 
12. I believe that the way we work on the problems is the right way. 
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Measures Used for the Evaluation of Concurrent Validity
To investigate the concurrent validity of the treatment team version of the WAV-12R, 
the Family Engagement Questionnaire (FEQ) (Elvins & Green, 2008; Kroll & Green, 
1997) was used. The FEQ is designed to measure the youth and parental alliance in 
youth inpatient settings and originally consists of 18 items (Kroll & Green, 1997). The 
FEQ was translated into Dutch by Lamers and Van Widenfelt (2014). In addition to two 
‘Youth Alliance’ scales, the Dutch version of the FEQ consists of a ‘Parental Alliance’ 
scale. The latter was used to find proof for the concurrent validity of the WAV-12R. The 
‘Parental Alliance’ scale, which had a Cronbach’s alpha of .69 in the current sample, 
refers to the involvement and confidence of parents in the treatment. The scale con-
sists of four items that were rated on four-point Likert scales ranging from ‘most of 
the time’ to ‘almost never’. The ‘Parental Alliance’ scale was presented to the case 
manager involved with the particular youth. The Dutch version of the Empathy and 
Understanding Questionnaire (Green, 1996) was used to evaluate the concurrent valid-
ity of the parent version of the WAV-12R. The EUQ was developed by the same research 
team in the United Kingdom, and translated by the same team in the Netherlands, 
as the FEQ. The EUQ covers understanding of the treatment rationale, experience of 
empathy from the staff, perceived accuracy of empathy and subjects’ sense of collab-
oration within the treatment process. The EUQ, which had a Cronbach’s alpha of .77 
in the present sample, consists of six items that were rated on four-point Likert scales 
with predefined answer categories. The youth’s primary caregiver filled in the EUQ and 
the total scale score was used in this study to evaluate the concurrent validity of the 
parent version of the WAV-12R.
Statistical Analyses
A series of confirmatory factor analyses (CFAs) was conducted to test whether either a 
one-, two- (Bond factor and a combined Goal/Task factor referred to as Work factor), 
or three factor (Bond, Goal and Task factors) model showed the best fit to the data 
for both the parent and team version of theWAV-12R. The CFAs were performed us-
ing Mplus 5.1 (Muthén & Muthén, 1998). A full-information maximum likelihood (FIML) 
estimator with robust standard errors was used, implemented as MLR in Mplus 5.1, to 
make use of all the available data. The COMPLEX module implemented in Mplus 5.1 
was used to account for nonindependence of observations due to cluster sampling 
(case managers reported with regard to more than one parent). The assessment of 
model fit involves an inspection of the factor loadings as well as an examination of ‘fit 




fits the observed data. As the current sample is somewhat small for CFA, fit statis-
tics were chosen that appear to remain accurate even in smaller samples. Moreover, 
the maximum likelihood estimation procedure, used in this study, requires somewhat 
smaller sample sizes (Kline, 2005). The Comparative Fit Index (CFI) (Bentler, 1995), the 
Root Mean Square Error of Approximation (RMSEA) (Steiger 1990) and the Standard-
ized Root Mean Square Residual (SRMR) (Bentler, 1995) were used to evaluate model 
fit. According to generally accepted cutoff values, CFI values .90 represent an accept-
able fit and .95 represent a good fit; RMSEA and SRMR values between .05 and .08 
suggest an acceptable fit, and .10 a poor fit, whereas values .05 indicate a good fit (Hu 
& Bentler, 1999). If necessary, adjustments were made to the models on the basis of 
the modification indices in order to improve the fit (Bacher, 1987). Subsequent analyses 
were performed using SPSS 19.0. Internal consistency reliability was assessed for each 
subscale using Cronbach alphas. Reliability coefficients .60 are considered insufficient, 
.60 to .69 marginal, .70 to .79 acceptable, .80 to .89 good and .90 or higher excellent 
(Barker et al., 1994). Concurrent validity was assessed using Pearson correlations; co-
efficients .50 are considered strong (Cohen, 1988).
RESULTS
Factor Analyses Team Version
With regard to the team version of the WAV-12R, the fit statistics for the three mod-
els tested for case managers’ reports are presented in the upper part of Table 1. The 
one-factor model, as well as the two-factor model, had an acceptable fit according to 
the CFI and SRMR. According to the RMSEA, however, the fit was poor for both models. 
The three factor model, with a ‘Bond,’ ‘Goal’ and ‘Task’ factor, revealed an acceptable 
fit according to the SRMR value and a good fit according to the CFI value. The RMSEA 
value is just above the .08 cutoff value. Figure 1 shows the standardized parameter 
estimates for the three-factor model. The factor loadings of the items on the supposed 
underlying factor were all significant. Although intercorrelations between factors were 
strong, Chi square difference tests revealed that the three-factor solution fit signifi-
cantly better than both the one- and two-factor model, suggesting that the factors 
reflect different constructs.
Factor Analyses Parent Version
As can be seen in the lower part of Table 1, the two-factor model of the caregiver version 
of the WAV-12R, with a ‘Bond’ and ‘Work’ (combined Goal/Task) factor, revealed an 
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acceptable fit according to the CFI and SRMR values. However, the RMSEA value of 0.11 
indicates a poor fit. The one-factor model and the three-factor model also showed a 
poor fit as indicated by the CFI and RMSEA values. Inspection of the modification indi-
ces of the two-factor model suggested a strong correlation between the first two items 
of the questionnaire. These items are: ‘‘One result of this treatment is that it is clearer 
for me how my child can change’’ and ‘‘What I do in this treatment gives me more in-
sight into my child’s problems.’’ Both items seem to capture a separate factor referring 
to the insight of the caregiver. Accordingly, an adjusted model was tested distinguish-
ing three factors: the new factor labeled ‘Insight’ (items 1 and 2), ‘Bond’ (items 3, 5, 7 
and 9) and ‘Work’ (items 4, 6, 8, 10, 11 and 12) alliance. This alternative model revealed 
an acceptable fit according to the RMSEA and SRMR values and a good fit according 
to the CFI value. A Chi square difference test showed that the final model fit the data 
significantly better than the two factor model. Since our final three-factor model and 
Bordin’s three-factor model are not nested, a Chi square difference test to compare 
both models cannot be performed. However, the higher CFI value and lower RMSEA 
and SRMR values suggest that the adjusted three-factor model has a much closer fit 
to the data than Bordin’s original model. In Fig. 2, item loadings (all significant and 
>0.72), correlations between factors and error variances are presented. The correlations 
between factors indicate that the factors reflect relatively independent dimensions of 
the therapeutic alliance. 
Table 1 Goodness-of-fit Indices for the Different Models of both the Treatment Team and Parent 
Version of the WAV-12R
Model Dƒ S-Bχ² CFI RMSEA SRMR ΔS-Bχ²
WAV-12R Team version (N=80)
1-factor (General alliance) 54 113.66 .93 .12 .06
2-factor (Bond, Work) 53 98.74 .94 .10 .06 38.39**
3-factor (Bond, Task, Goal) 51 81.06 .96 .09 .06 7.38*
WAV-12R Caregiver Version (N=73)
1-factor (General alliance) 54 144.52 .81 .15 .09
2-factor(Bond, Working) 53 101.69 .90 .11 .07 102.09**
3-factor (Bond, Task and Goal) 51 102.51 .89 .12 .07 .38
3-factor (Insight, Bond, Work) 52 71.71 .96 .08 .06 22.57**
Note. S-Bχ² = Satorra-Bentler Chi-square; CFI = Comparative Fit Index; RMSEA = Root Mean Square 
Error of Approximation; SRMR = Standardized Root Mean Square Residual.  ΔS-Bχ² = Satorra-




Internal Reliability and Concurrent Validity of the Subscales
Reliability coefficients of each subscale, ranging from .78 to .97, were acceptable to ex-
cellent, as can be seen in the upper part of Table 2. To evaluate the concurrent validity 
of the different subscales of the two versions of the WAV-12R, Pearson’s product mo-
ment correlations were computed (see lower part of Table 2). For the caregiver version 
the scores on the subscales and total scale of the primary caregiver on the WAV-12R 
were correlated with their total score on the Empathy and  understanding Question-
naire. These correlations ranged from .50 to .78, providing support for the concurrent 
Figure 1 Factor loadings, intercorrelations and error variance of the team version of the WAV-12R for 
a 3-factor model (N = 80)
Figure 2 Factor loadings, intercorrelations and error variance of the WAV-12R (caregiver version) for 
an adjusted 3-factor model (N = 73)
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validity of the instrument. The correlations between case managers’ reports on the 
WAV-12R and the ‘Parental Alliance’ scale of the Family Engagement Questionnaire 
were also strong for the ‘Bond,’ ‘Goal’ and ‘Total’ scale and ranged from .53 to .57. The 
‘Task’ scale of the treatment team version had a correlation of tas .48 with the ‘Paren-
tal Alliance’ scale of the FEQ.
DISCUSSION
The main purpose of the current study was to advance the literature on the concep-
tualization and measurement of the parental therapeutic alliance in complex youth 
treatment settings, guided by the belief that the parental alliance is an important vari-
able for ROM in youth care. At present, no measure is available for routinely measuring 
the parent-team alliance, which distinguishes between Bond, Task and Goal compo-
nents and includes team members’ as well as parents’ perspective. This study reports 
on the psychometric properties of a short measure of the parent-team therapeutic 
alliance in a sample of youth with predominantly complex developmental disorders 
in youth (semi) residential psychiatry. The WAV-12R was developed by adjusting the 
WAI-S, which is the most used short alliance measure for adult psychotherapy. The 
main findings were: (1) that for the case managers’ version of the WAV-12R, Bordin’s 
(1979) original model distinguishing a Bond, Task and Goal factor showed an accept-
able fit to the data; (2) that for the caregivers’ version of the WAV-12R, an adjusted 
model with an Insight, Bond and Work (combined Task/Goal) factor showed a good 
fit to the data; (3) that the resulting scales of both revised versions of the WAV-12R 
showed strong internal consistencies and concurrent validity. These findings justify the 
Table 2 Cronbach’s alpha’s of the Subscales of the Two Versions of the WAV-12R and Pearson Cor-





Bond Task Goal Total Bond Work Insight Total
Internal reliability .97 .87 .78 .93 .87 .92 .84 .93
Concurrent validity
Total score, EUQ - - - - .50** .78** .54** .75**
Parental scale, FEQ .57** .48** .53** .56** - - - -
Note. EUQ: Empathy and Understanding Questionnaire completed by caregiver; FEQ: Family En-




use of the WAV-12R for routine outcome measurement in (semi) residential psychiatry 
for complex developmentally disturbed youths. Hence, the treatment team may use 
the WAV-12R as an instrument to monitor the parent-team therapeutic alliance with 
the advantage of gathering the team members’ as well as the parents’ perspective. 
Parents will most likely feel more strongly involved in the treatment of their child when 
the team explicitly asks for their information on the therapeutic alliance. The fact that 
the WAV-12R distinguishes between different aspects of the parental alliance enables 
assessment of how these aspects change over time and are differentially related to 
outcome. For example, the Bond alliance may be more important at the start, while 
Goal and Task alliances may be more important during the middle and at the end of 
treatment or the other way around. This makes the WAV-12R a valuable tool to enrich 
the current scarce literature on the parental alliance in (semi) residential youth treat-
ment settings. 
Evidence for the construct validity of the two versions of the WAV-12R was found by 
means of confirmatory factor analysis. As expected, case managers’ ratings on the 
WAV-12R produced an acceptable fit to the dimensions of the therapeutic alliance pro-
posed by Bordin (1979): Bond, Goal and Task. This finding is in line with research on 
the WAI-S in inpatient adult mental health, which also confirmed a three-factor model 
(Munder et al., 2010). These findings contribute to a more specific conceptualization 
of the parental alliance construct in the youth care literature. Although youth alliance 
has been conceptualized as a one-dimensional construct (Elvins & Green, 2008), the 
same components valid for adult alliance seem to apply to parental alliance. Evolution 
of parents’ involvement and engagement in the (semi) residential treatment of their 
youth may lead to the growth of the partnership relationship between them and the 
team. Treatment teams promote parent participation in active problem solving and 
joint decision making about the care of their youth (Fowler et al., 2012). Case managers 
evaluate the treatment plan together with youth and parents and mutually design the 
tasks and goals of the youths’ treatment. 
With regard to primary caregivers, support was found for an adjusted model of paren-
tal alliance, distinguishing an Insight, Bond and Work (combined Goal/Task) factor. 
The differentiation between the Bond factor on the one hand, and the combined Goal 
and Task factor on the other, is in accordance with other studies investigating the fac-
tor structure of the WAI (Andrusyna et al., 2001) and WAI-S (Andrusyna et al., 2001; 
Ross, Polaschek, & Wilson, 2011) in adult psychotherapy. The factor ‘‘Insight’’ found 
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in this study for caregivers’ reports, involving parents’ insight into the problems and 
the possibility of change, is most likely specifically for the population of severe and 
complex mental health disorders. Remarkably, insight has also been mentioned as an 
important construct related to the therapeutic alliance in the treatment of adults with 
severe mental illnesses (McCabe & Priebe, 2004). How a person makes sense of his or 
her experiences is fundamental to therapeutic interaction (McCabe & Quayle, 2002). 
When clients have a different explanatory model than their therapist about a disorder, 
this has an impact on clients’ adherence to the treatment (Nock & Ferriter, 2005). A 
shared explanatory model of illness promotes a positive collaboration and communi-
cation between clinician and patient (Bhui & Bhugra, 2002; Callan & Littlewood, 1998). 
One of the reasons for referral of youth to residential treatment is that the problems of 
the youth and their families are so complex that diagnoses remain unclear. For parents 
of youth in (semi) residential psychiatry, an accurate awareness of the problems and 
optimism about change might be an important facilitator for a positive therapeutic 
alliance. The ‘Insight’ scale of the WAV-12R opens up opportunities for researchers and 
care providers to examine its relation to youth residential treatment outcomes.
Within the context of residential psychiatry, the concept of the parental alliance may 
differ somewhat across informants. Until now, research on the Working Alliance Inven-
tory (Short Version) has found no differences between the factor structures of different 
raters (Ross et al., 2011). Taken together, these results support the perspective of Boer 
et al. (Boer et al., 2012) that in youth mental health care different informants should 
be involved when measuring process or outcome variables. Highlighted is the need to 
examine the generalizability of the factor structure of routine measuring instruments 
to establish their measurement invariance across different informant perspectives. 
Next, it was expected that the results regarding the internal consistency reliability and 
the concurrent validity of the subscales of both the treatment team and parent version 
of the WAV-12R would be consistent with earlier research with the WAI-S and WAV-12. 
Results suggest that the scale constructs of the two versions of the WAV-12R can be 
reliably assessed by means of these questionnaires. Reliability coefficients were as 
high as those reported for the WAV-12 (Vertommen & Vervaeke, 1996) and the WAI-S 
(Tracey & Kokotovic, 1989). Significant correlations between the subscales and total 
scale of the team version of the WAV-12R and the Family Engagement Questionnaire 
provide initial support for the measure’s concurrent validity. Similarly, the scores on the 




with scores on the Empathy and Understanding questionnaire. The subscale ‘Parental 
Alliance’ of the FEQ seemed to be covered by items related to ‘Bond’ aspects rather 
than to ‘Task’ and ‘Goal’ aspects. Most likely as a result, the correlations for these 
last two scales were somewhat lower. In sum, most indicators of psychometric quality 
suggest that the parent and treatment team versions of the WAV-12R perform well as 
measures of the parent-team alliance for youth with severe developmental disorders 
in (semi) residential psychiatry.
Limitations
This study was conducted in a challenging and complex treatment setting resulting 
in several limitations. Firstly, the present sample was smaller than is typically re-
commended for Confirmative Factor Analyses (Fan, Thompson, & Wang, 1999; Kline, 
2005). Although the fit statistics reported here are thought to minimize the statistical 
effect of a smaller sample, it is possible that this may have affected the results. Se-
condly, we do not know to what extent our findings can be generalized to other patient 
groups that differ in age, informants, treatment contents and psychopathologies. For 
example, most youth who participated in the current study had an autism spectrum 
disorder, with high rates of comorbidity (i.e. behavior and anxiety disorders). Therefore, 
replication of this study with different subgroups of residential youth is recommended. 
Thirdly, future studies could further investigate the concurrent validity of the parental 
alliance construct in youth (semi) residential psychiatry by distinguishing the diffe-
rent components, Bond, Goal and Task. Finally, it is unclear whether, for example, the 
internal structure and validity of the WAV-12R can be replicated when caregivers and 
case managers complete the WAV-12R with the goal of providing feedback. The effect 
of ROM is especially meaningful when feedback is given to the participants. Although 
Summers and Barber recommended in 2003 that psychiatry residency programs con-
sider measuring therapeutic alliance as a tool for feedback, until now this has not been 
effectuated (Summers & Barber, 2003). The WAV-12R might be a valuable clinical tool 
for building stronger parental alliances. For future research it is recommended that the 
sensitivity of the WAV-12R versions to over-time changes in therapeutic alliance should 
be investigated, and that the effect of providing feedback about the therapeutic pa-
rent-team alliance on treatment outcome should be explored.
Conclusions
Instruments that enable routine assessment of the parent-team therapeutic alliance 
in youth residential psychiatry are necessary for research purposes, and vital for sound 
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clinical practice. The psychometric properties of the parent and treatment team ver-
sions of the Dutch WAV-12R in youth residential psychiatry were supported in this 
study. The ability to measure the parental alliance in residential youth psychiatric set-
tings at multiple time points will help theory and treatment development as well as the 
implementation of ROM. This in turn may lead to improvement of important aspects 
of youth treatment in this specific setting. Given the widely acknowledged importance 
of therapeutic alliance, the parent-team therapeutic alliance in a youth residential set-
ting deserves more empirical and clinical attention.
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Parents’ perspectives on their children’s treatment process and outcomes are valuable 
to treatment development and improvement. Participants’ engagement in Routine 
Outcome Monitoring (ROM) has, however, been difficult and may particularly be so 
in specialized settings, such as semi-residential psychiatry. In this paper, the use of a 
web-based ROM system implemented in a child semi-residential psychiatric setting 
is described and predictors associated with low completion rates of questionnaires by 
parents are identified. Parents and the multidisciplinary team of 46 children admitted 
to semi-residential psychiatric treatment participated in this study and completed a 
battery of questionnaires in three month intervals. The overall completion rate of both 
parents during ROM assessment was 77 % compared to 83 % of all clinicians involved. 
Completion of questionnaires by parents was higher around first assessments and 
declined after a year treatment. For eight clients at least one of the parents stopped 
filling out questionnaires during ROM measuring. Logistic multilevel analyses revealed 
initial treatment factors associated with a low completion of questionnaires by parents 
during ROM: high comorbidity of the child on DSM Axis I, single parenthood, a higher 
parental educational level and having a weaker therapeutic alliance regarding goal 
setting. The findings in this paper demonstrate relatively high completion of question-
naires by clinicians and parents when using ROM in child semi-residential psychiatry. 
Strong administrative and electronic support undoubtedly contributed to this result. 
Clinicians are encouraged to motivate parents to mutually invest in ROM, and to take 
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INTRODUCTION
In the last few years, continuous measurement of outcomes and progress in youth 
mental health services has received increasing emphasis (Batty et al., 2013; Hall et 
al., 2014; Murphy et al., 2013; Timimi, Tetley, Burgoine, & Walker, 2012). Routine Out-
come Monitoring (ROM) is the assessment of treatment outcomes at regular intervals 
in order to monitor clients’ progress during treatment (De Beurs et al., 2011). ROM is 
not only an effective clinical tool for monitoring treatment outcomes at the individual 
level (Timimi et al., 2012), it is also beneficial for research and benchmarking (de Jong 
& van’t Spijker, 2013). Although the implementation of a ROM system carries potential 
advantages, parents may feel that ROM adds to the burden of form-filling already re-
quired (Martin, Fishman, Baxter, & Ford, 2011) and clinicians might experience ROM as 
increased workload (Norman, Dean, Hansford, & Ford, 2013). Without an explicit focus 
on clinical use and value, ROM risks becoming just a bureaucratic burden (Wolpert, 
Fugard, Deighton, & Görzig, 2012) and might even negatively impact clinical interac-
tion (Martin et al., 2011; Moran, Kelesidi, Guglani, Davidson, & Ford, 2011). Hence, well 
thought out and resourced approaches need to be developed to implement ROM in 
such a way that parents and clinicians experience benefits. 
In spite of the growing interest in ROM, research on the actual implementation of ROM 
in youth mental health services is limited. Existing studies predominantly focused on 
aspects of the use of ROM, such as selection of ROM instruments (Hall et al., 2013; 
Kelley & Bickman, 2009), the percentage of completed measures by ROM participants 
(Batty et al., 2013; Hall et al., 2013; Johnston & Gowers, 2005) and attitudes of parti-
cipants towards ROM (Batty et al., 2013; Martin et al., 2011; Moran et al., 2011; Norman 
et al., 2013). In the youth research field, only one paper examined the effect of ROM 
on outcomes, showing that weekly feedback to clinicians improved youths’ symptoms 
and functioning (Bickman, Kelley, Breda, de Andrade, & Riemer, 2011). This is in sharp 
contrast to the adult mental health field where at least 52 studies have supported the 
benefit of providing feedback during ROM (Carlier et al., 2012). Specific factors related 
to the youth mental health field complicate ROM implementation, as described by 
Boer and colleagues (Boer, Markus, & Vermeiren, 2012). First, youth grow up; thus de-
velopmental aspects need to be taken into account when monitoring changes due to 
treatment. Second, youth’s problems arise during interactions with their surroundings, 
so assessment of youth’s functioning in several milieus deserves attention. Perhaps 




regarding the number of questionnaires or assessments times used and the infor-
mants involved. A mere 16-60% of the clinicians mentioned repeatedly using the same 
measurement during a clinical episode (Batty et al., 2013; Hall et al., 2013; Johnston & 
Gowers, 2005). Additional steps in the implementation of ROM in youth mental health 
are needed. An important step entails developing responsive data collection systems 
that involve multiple informants.
Several youth studies mentioned a low completion rate of parents as an important 
barrier when establishing an effective ROM system (Batty et al., 2013; Hall et al., 2014; 
Hall et al., 2013). In order to reliably monitor the effect and process of youth treatment, 
a high completion rate of parental questionnaires is necessary. Parents’ information, 
next to youth’s information, has shown to be especially valued by clinicians (Hall et 
al., 2014). This is not surprisingly, since parents often have an important perspective 
on their children’s functioning and improvements. Further, considerable information 
can be gained if clinicians not only evaluate the treatment gains as perceived by the 
parents, but also their working alliance with parents (Bickman et al., 2000). Including 
parents in a ROM system could encourage them to be active participants in the care 
for their youth, while it also could invite them to be shared members in decision-ma-
king processes. Prior studies underlined the challenges of involving parents in ROM. 
One study reported that parents completed questionnaires at baseline only (Batty et 
al., 2013); another mentioned that around 50% of the parents stopped filling out ques-
tionnaires after baseline (van Sonsbeek, Hutschemaekers, Veerman, & Tiemens, 2014). 
Although (government) initiatives, such as an increased support of administrative de-
vices and implementation of electronic patient record systems, improve repeated use 
of measures by clinicians with 30%; still only 6-17% of service users complete measures 
repeatedly (Hall et al., 2013). With an electronic session-by-session monitoring tool, 
an adherence rate was reached of 48%, involving either a parent or youth assessment 
for at least two sessions (Hall et al., 2013). A more sustained effort to involve parents 
in ROM is thus necessary. 
Parents’ information might be especially important in psychiatric semi-residential 
treatment where youth with severe psychiatric disorders switch daily between home 
and the treatment setting. ROM research, until now, has been conducted solely in 
youth care residential settings or outpatient psychiatry (Batty et al., 2013; Murphy 
et al., 2012). The implementation of ROM in a semi-residential psychiatric setting is 
intrinsically complex due to the different treatment components provided by different 
team members. Nonetheless, since semi-residential psychiatric treatment is one of the 
503357-L-sub01-bw-Lamers
61
The use of routine outcome monitoring in child semi-residential psychiatry
3
most intensive forms of treatment, finding ways to improve outcomes of semi-resi-
dential treatment is required. A primary treatment goal of youth semi- residential psy-
chiatry is re-establishing the home and school situation. Therefore, ROM could provide 
insight, in a standardised manner, into youth’s functioning at home and school. Fur-
thermore, since multiple clinicians, parents and youth are involved in semi-residential 
treatment, a ROM system which includes mutual feedback could improve communica-
tion substantially. In addition to these clinical advantages, a ROM system could also 
contribute to the scarce scientific research in psychiatric (semi-) residential settings 
(Gavidia-Payne & Hudson, 2002; Green et al., 2007). Typical methodological issues for 
(semi-) residential settings include the lack of a control group and low response rates 
due to small sample sizes (Blanz & Schmidt, 2000; Gavidia-Payne, Littlefield, Hall-
gren, Jenkins, & Coventry, 2003; Green et al., 2001; Setoya et al., 2011). Implementa-
tion of ROM as an integral part of (semi-) residential treatment may partly overcome 
these limitations by providing large longitudinal datasets. Examination of factors as-
sociated with a low completion of questionnaires by participants could contribute to 
increased benefits of ROM for semi-residential psychiatric settings.
The aim of the present article is to describe the use of ROM implemented in child 
semi-residential psychiatry and to examine factors predicting completion of question-
naires by parents. A ROM system was developed, adjusted for the child semi-residen-
tial setting, and implemented in five treatment units. The emphasis when developing 
the ROM system was on the therapeutic relevance for the child’s treatment in terms 
of assessing process change together with symptom reduction. In addition, multiple 
informants were involved to assess these variables from different perspectives and in 
different milieus. Based on the earlier discrepancy between clinicians’ and parents’ 
completion of questionnaires in outpatient research (Batty et al., 2013; Hall et al., 
2014; Hall et al., 2013), parents were expected to complete fewer ROM questionnaires 
than clinicians. As clinicians appear to especially value parents’ information during 
ROM (Hall et al., 2014), an effort was made to examine factors at the start of treatment 
in relation to completion of questionnaires by parents. Scharer’s (Scharer, 1999) inter-
views with parents and clinicians in an inpatient setting revealed that the admission 
process is crucial for parents’ engagement during the entire treatment. Parents’ lack 
of participation in measurement procedures might be related to demographic varia-
bles, child’s psychiatric problems, poor parental therapeutic alliances or higher paren-
tal stress levels. Early identification of variables related to parents’ completion rates 






Treatment setting and participants 
Consecutive new admissions, 46 children ranging from 6 to 12 years in age (M= 8 years 
and 9 months; SD= 1 year and 6 months) at admission, to five semi-residential psy-
chiatric treatment units between April 2011 and December 2012, were included in this 
study. Participants in this study were 45 mothers, 39 fathers, 2 licensed clinical psy-
chologists, 39 teachers and 8 group workers, who each completed ROM questionnaires 
in three month intervals for these 46 children. The five psychiatric units were located in 
two cities in the western part of the Netherlands, with 26 children from location 1 and 
20 children from location 2. At each location, the licensed clinical psychologist was 
overall responsible as a case manager for the treatment of the children. Children were 
admitted to semi-residential treatment for severe psychiatric problems in combination 
with impaired personal, family and/or school functioning. A condition for admission to 
semi-residential treatment was an IQ above 70. Children usually attended treatment 
for five days a week, for six hours a day. A multidisciplinary and tailor made approach 
was applied, which consisted of a therapeutic milieu on the ward, parent counselling or 
training, psychomotor therapy and creative therapy. Psychopharmacology was pre-
scribed for some of the children. A highly structured therapeutic milieu is provided by 
group workers, who are trained in cognitive behavioural and non-violent resistance 
techniques to promote social-emotional competence with children. Parent counselors, 
most of them system therapists, conduct therapy sessions with both parents every 
other week. The therapy may include elements of psycho-education, parent training 
and system therapy. In this sample, the length of treatment differed for each child with 
a mean of 322 (SD=116) days in treatment, ranging from 74 to 556 days. 
Development of a ROM system for the semi-residential setting
In the Netherlands, Boer and colleagues (Boer et al., 2012) selected psychometrically 
sound measures covering outcome variables most relevant for evaluating child psychi-
atric treatment. Two of the measures included in this package were the Dutch versions 
of the Strengths and Difficulties Questionnaire (SDQ; Goodman, 2001; Van Widenfelt, 
Goedhart, Treffers, & Goodman, 2003) and the Health of the Nation Outcome Scales 
(HoNOSCA; Gowers et al., 1999). Given the importance of specific parental informa-
tion, especially in the child semi-residential setting, several questionnaires were added 
to the SDQ and HoNOSCA. These included the Dutch versions of the a) Working Alli-
ance Inventory-revised short form (WAV-12; Stinckens et al., 2009), b) Parenting Stress 
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Questionnaire (PSQ ; Vermulst, Kroes, De Meyer, Nguyen, & Veerman, 2012), and c) 
Family Engagement Questionnaire (FEQ ; Kroll & Green, 1997; Lamers & Vermeiren, 
2014). 
In Table 1, a ROM system for the semi-residential setting is presented with measures 
assessing youth outcomes, treatment process and parental factors. As can be seen, 
multiple informants were engaged, such as group workers, teachers, case managers 
and mothers as well as fathers. The teacher filled in the SDQ before the start of treat-
ment and after admission this SDQ was filled in by a group worker. Ideally, children 
would also be involved as informants; however, instruments need to be further devel-
oped for this purpose. With intensive administrative and electronic support, this bat-
tery of questionnaires was administered in three month intervals. The ROM question-
naires were built into a web-based computer software programme for ROM, named 
Table 1 ROM design for child semi-residential psychiatry 





Strengths and  
Difficulties  
SDQ/Parents Fathers/ Mothers 10
Before intake, at
3month intervals, at 
follow up
SDQ/Teacher
Before intake: teacher; 
at three month inter-
vals: Group Worker
10
General Functioning HoNOSCA Case Manager 5 
After the intake, with 
three month intervals 
after start of  
treatment
Parent Process: 
Stress Levels PSQ Fathers/ Mothers 10 
Before intake, at




WAV-12R/ Parents Fathers/ Mothers 5
After 4-6 weeks, at  
3 month intervals
WAV-12R/ Team Case Manager 5
Child Process:
Child alliance FEQ Case Manager 5
After 4-6 weeks, at 
3 month intervals
Note. HoNOSCA= Health of the Nation Outcome Scales for Children and Adolescents; SDQ= 





Patient-Reported Outcome Measurement Information System (ProMISe). The software 
presented each questionnaire on a separate screen with the questions and response 
options. After answering the last question, the person was automatically directed to 
the next questionnaire. Each client had an individual code and each informant had his 
or her own personal private secure access to the database. Furthermore, the ProMISe 
software helped secretaries in the management of the data collection. The secretary 
received automatic emails for every upcoming ‘assessment’ with detailed information 
about the client, assessment time and informant. Clinicians were asked by the secre-
tary via mail to complete the questionnaires with the specific details of the child and 
measurement moment. After one and two weeks, a reminder message was sent by the 
secretary. Parents were invited to complete ROM questionnaires half an hour prior to 
the parent therapy session. Regular meetings between the secretary, research assis-
tants and the helpdesk of ProMISe occurred to monitor ROM assessments. 
Measures 
DAWBA. The DAWBA (Development and Well-Being Assessment) is a web-based di-
agnostic interview (see www.DAWBA.com) comprising both closed- and open-ended 
questions designed to generate DSM-IV and ICD-10 based classifications (Goodman, 
Ford, Richards, Gatward, & Meltzer, 2000). Parents, teachers completed the DAWBA for 
youth. Afterwards, a clinical psychologist provided DSM classification after reviewing 
the symptoms, impairment and qualitative information. The initial validation study of 
the DAWBA showed excellent discrimination between community and clinic samples 
(Goodman et al., 2000). 
WAV-12R. The Dutch revised version of the Working Alliance Inventory (WAV-12; Stinck-
ens et al., 2009) is a 12 item questionnaire, measuring the parent-team therapeutic al-
liance from a multidisciplinary team’s and parents’ perspectives. The parent and team 
versions contain 12 slightly different items rated on a 5-point Likert scale, ranging from 
1: ‘rarely or never’ to 5: ‘always’. The team version consists of three subscales ‘Bond’, 
‘Goal’ and ‘Task’; Cronbach’s alpha for the total score was .94, ranging from .72 to .92 
for the subscales in the current sample. The parent version consists of the subscales 
‘Insight’, ‘Working’ and ‘Bond’; Cronbach’s alpha for the total score was .91, ranging 
from .92 to .97 for the different subscales in this sample. 
PSQ. The PSQ is a 34-item measure assessing the parents’ stress levels (Vermulst 
et al., 2012). It yields a total parenting stress scale score as well as five sub-scores: 
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parent-child relationship, competence, depressive moods, role restriction and phy-
sical health. A higher score indicates more experienced stress. In the current sample, 
Cronbach’s alpha for the total score was .90, with subscales ranging from .77 to .91 for 
mothers. For fathers, the Cronbach’s alpha was .94 for the total score, with subscales 
ranging from .81 to .90. 
Additional research information
Sociodemographic information. Information on sociodemographics (i.e., educational 
level of parents, age, gender) was collected as part of a standard questionnaire in the 
admission process of clients to semi-residential psychiatry and compared to national 
data (Vermulst et al., 2012). The educational level of parents was categorized accord-
ing to the International Standard Classification of Education (ISCED) (Vermulst et al., 
2012)). The ISCED classifies different types of education into nine levels, ranging from 
early childhood education to the doctoral level or equivalent. As a result of the small 
sample size, three categories were formed: early/ primary, lower/ upper-secondary 
and tertiary/ master. 
Informal qualitative information during implementation of ROM. Notes from monthly 
meetings, with the aim to evaluate ROM with all the clinicians, were collected from 
August 2011 until April 2013. Remarks from parents that were given to clinicians or the 
secretary during this period were also documented. 
Procedure
The present study, which was part of a larger study, was presented to the medical eth-
ical board of the Leiden University Medical Centre, which considered the study falling 
outside the WMO (Dutch Medical Research in Human Subjects Act). Written consent 
was waived since all information was collected for clinical purposes. Patient data were 
stored anonymously in the database and data were managed in line with Dutch ethi-
cal guidelines: Personal Data Protection WGBO (Agreement on Medical Treatment Act) 
and WBP (Personal Data Protection Act). All clients were informed before intake that 
ROM is part of the general policy of Curium-LUMC to monitor treatment outcomes and 
will be used in an anonymous form for research purposes. For the ROM-assessment, 
parents needed to have sufficient command of the Dutch language. As a result, one 
referred client was not included in the ROM data collection as these parents indicated 
during the intake procedure having difficulties with the Dutch language.  The aim of 




between parents and clinicians on treatment outcome with an A-B design. The first 
part (Phase A) of the sample (N= 22) received treatment as usual; the second part 
(Phase B; N= 24) received parent-team alliance strengthening strategies which were 
added to the treatment-as-usual. For this purpose, the multidisciplinary team was 
trained in alliance building strategies, such as promoting partnership with parents and 
explicitly evaluating the strength of the parent-team alliance. As these alliance buil-
ding strategies could have an influence on our research question, the variable ‘treat-
ment condition’ is included in the analyses of the current study. 
Statistical analyses
For parents together and for clinicians together (teacher, case manager and group 
worker), the overall completion rate of the returned questionnaires was calculated by 
comparing the actual number of completed questionnaires per assessment to the 
number of questionnaires that should have been completed during treatment per 
assessment for that client. In this way an overall questionnaire completion rate was 
generated for parents and clinicians. To examine completion rates of participants 
in more detail, completion rates were also calculated in the same manner, but then 
separately for each participant per instrument and per assessment. For descriptive 
analyses, SPSS (20.0) was used. Characteristics of parents were compared with na-
tional data (Nederlands Jeugd Instituut, 2013) by conducting two-tailed t-tests. Based 
on the results of the overall completion rates of questionnaires by mothers and fa-
thers together across all assessments, the 46 children and their parents were divided 
into a “high completion” group and a “low completion” group. As there are no clear 
guidelines in the Netherlands about what the minimal response percentage per client 
should be in ROM, the cut-off point was based on having a minimal of 15 clients in the 
smallest group. This provided the opportunity to describe demographics, youth’s psy-
chiatric problems, parental alliance and stress at the start of treatment between the 
two groups. For further predictive analysis MLwiN (CBS Statline, 2012) was used which 
implies a multilevel structure. With logistic multilevel analysis the response of both 
parents on each assessment as a binary dependent variable (parent did or did not 
complete questionnaire) was examined. The multilevel structure of analysis included 
assessment (level 1) grouped into individuals (level 2) grouped into mothers and fathers 
(level 3). Second-order PQL approximation, as implemented in MLwiN, was used. Ran-
dom intercepts were allowed on the higher levels (individuals and parents); however, 
no random slopes were applied. Due to limited power, the analyses involved separate 
logistic multilevel analyses. For child-related factors, the age and treatment location 
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were taken as covariates and for parental-related variables, treatment location and al-
liance intervention was considered as a covariate. Categorical variables were presented 
by (binary) dummy variables, which were contrasted against the base category. Mul-
tilevel analysis has the advantage of making use of all the data, although length of 
treatments differed between participants. 
RESULTS
Completion rates of questionnaires by participants during ROM
The completion rates for participants, separately, were examined in detail per assess-
ment and per ROM instrument, as seen in Table 2. 
Table 2 Mean percentages of completed questionnaires of ROM participants for each instrument 
and each assessment















T5   
12-13m 
(N=20)  
T6    
15-16m 
(N=5)  
FU        
After 1m
(N=46)   
Case M
HoNOS 38 (83%) 35 (78%) 36 (92%) 27 (82%) 9 (45%) 0 (0%) -
WAV-12 - 31 (67%) 40 (89%) 39 (97%) 28 (85%) 9 (45%) 5 (100%) -
FEQ - 22 (48%) 30 (67%) 33 (85%) 24 (73%) 10 (50%) 0 (0%) -
Teacher/GW
SDQ 33 (72%) - 43 (96%) 39 (100%) 31 (94%) 17 (85%) 2 (40%) -
Mothers
SDQ 43 (93%) - 42 (93%) 36 (92%) 24 (73%) 9 (45%) 0 (0%) 25 (54%)
PSQ 43 (93%) - 36 (80%) 38 (97%) 27 (82%) 11(55%) 0 (0%) 30 (65%)
WAV-12 - 37 (80%) 39 (86%) 38 (97%) 25 (76%) 17 (85%) 5 (100%) -
Fathers
SDQ 43 (93%) - 32 (72%) 32 (79%) 23 (70%) 9 (47%) 0 (0%) 23 (51%)
OBVL 40 (88%) - 33 (74%) 33 (85%) 27 (83%) 8 (42%) 0 (0%) 22 (48%)
WAV-12 - 32 (70%) 38 (85%) 33 (85%) 24 (73%) 18 (89%) 5 (100%) -
Note. Values are presented in Number of completed questionnaires and completion rate. HoNOS= 
Health of the Nation Outcome Scales for Children and Adolescents; SDQ= Strengths and Difficulties 
Questionnaire; PSQ= Parenting Stress Questionnaire; WAV-12= Working Alliance Inventory; Case M= 





The gradual decline of the N in the upper part of the Table indicates the number of chil-
dren still in treatment at each assessment, as the treatment length was variable per 
child. Questionnaire completion rates were higher for initial assessments and declined 
over treatment. Group workers show overall higher completion rates, while fathers 
show lower completion rates. There were nine clients with a 100% return of complet-
ed questionnaires from all the ROM participants on all the assessments during their 
treatment. For six clients, one or more questionnaires from the initial assessment were 
missing. There were eight children of which one of the two parents stopped filling out 
questionnaires after the first few ROM assessments, although the treatment process 
continued. The mean completion rate of questionnaires, for all assessments and all 
instruments, of both parents per child was 77.3% (SD=21.9) ranging from 27.3% to 100%. 
For all clinicians (teacher, case manager and group worker) per client the completion 
rate for all the questionnaires was 82.6% (SD=15.7) ranging from 48% to 100%. 
Informal comments from ROM participants
Feedback from the participants revealed that during the implementation of the 
semi-residential ROM system the following aspects were appreciated: a) the feasibility 
of the ProMISe database and the email reminders from the secretary as mentioned by 
clinicians; b) the flexibility of the assessment procedures for parents as some parents 
preferred completing questionnaires on paper or by mail instead of electronically at 
the institute; and c) additional support from the helpdesk if clinicians were delayed in 
completing questionnaires. In addition, there were also some complaints from partici-
pants: a) the timing of the first assessment  of the WAV-12R was moved six weeks later; 
as there was earlier not enough contact to give an adequate judgment of the alliance; 
b) the HoNOSCA was considered by the case managers to be aimed at  adolescent 
problems and less suitable to address  child problems; c) case managers were worried 
that a large number of the children diagnosed with developmental disorders would not 
show an improvement on the chosen questionnaires; and d) one case manager men-
tioned time pressure as a reason of non-completion of questionnaires. Some group 
workers as well as some parents expressed the wish to receive feedback. By advocating 
the advantages of routine measurement from different perspectives, participants were 
motivated to stay engaged.
Characteristics of parents
Of the 46 children, 37 (80.4%) lived in a two-parent home, of which 32 (69.6%) with 
both biological parents, four (8.7%) with one biological parent and a stepparent and 
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one (2.2%) with foster parents. Nine children (19.6%) lived in a single-parent home, of 
which two (4.4%) lived in two single-parent homes (divorced parents with shared cus-
tody). No significant difference emerged between this sample regarding family com-
position and national data (p = 0.14); national data showed that 13% of Dutch children 
lived in a single-parent home. Parents’ educational level was 2.3% for mothers and 
2.6 % for fathers early/ primary level (national data: 8.4%), 77.3% mothers and 68.4% 
fathers lower/upper-secondary level (national data: 63.1%) and 20.4% mothers and 
29% fathers tertiary/master level (national data: 27.6%). This educational level was: a) 
fairly similar to national data, b) not significantly different between fathers and moth-
ers, and c) equal between both treatment locations. Forty-four children (95.7%) had 
two Dutch parents. One child (2.2%) had one Dutch and one non-Dutch parent and 
one child (2.2%) had two non-Dutch parents. These groups were much smaller than 
in national data (p = .00), in which 9% of the children had one non-Dutch parent and 
14.4% of the children had two non-Dutch parents. Overall, there were no significant dif-
ferences between the two treatment locations or the two treatment conditions (alliance 
strengthening strategies) with regard to the baseline sociodemographic variables thus 
warranting combining the whole sample in further analyses.
Description of a low and high questionnaire-completing group of parents
To provide an opportunity to describe “high completion” and “low completion” of par-
ents, a cut off point was chosen at an overall completion rate of 70%. This completion 
rate is based on the overall completion rates of both mothers and fathers, for each 
child separately, on all the assessment times. The result is two groups of clients of who 
parents show “low” (n=15) and “high” (n=31) questionnaire-completion. Of the 15 clients 
in the low completion group, six were at treatment location 1 and nine were at treat-
ment location 2. Figure 1 shows the participation of parents in ROM assessments at 
different stages of the study. There was approximately the same number of low com-
pletion parents in the alliance strengthening group as in the treatment as usual group. 
In both groups there was one client with parents from a non-Dutch background. The 
characteristics of both groups are shown in Table 3. The low completion group involved 
more single parents and more children with comorbidity on Axis I in the DSM-IV clas-
sification. Also, there was more stress related to physical health problems for mothers 
in the low completion group. Case managers tended to experience lower therapeutic 
alliance with respect to the agreement made with parents regarding tasks and goals 




Table 3 Characteristics of the 46 children and their families between a high and low questionnaire 
completion group of parents 




Biological parents% 77.4 53.3
Single parents% 9.7 40
Other% 12.9 6.7
Parental educational level 
Early/ primary% 3.2 a 0b 0a 7.1b
Lower/ upper secondary% 77.4a 71b 66.7a 28.6b
Bachelor/ master/ doctoral% 19.4a 19.4b 20a 35.7b 
Days in day treatment 324 318.6
DSM-IV AXIS I classification 
PDD% 77.4 53.3
ADHD/ODD% 6.5 6.7
Mood and anxiety disorders% 6.5 13.3
Other disorders% 9.7 29.7
Presence comorbidity on ASI% 38.7 60
Parenting stress level 
Parent-child relation 12(3.0)a 10.9(3.3)b 11.7(4.2)a 10.5(4.3)b
Parenting 15.5(3.1)a 15.1(3.2)b 15(3.9)a 15.5(6.5)b
Depressive mood 11.2(2.8)a 10.7(2.9)b 11.8(2.5)a 10.5(3.2)b
Role restriction 13.1(5.9)a 10.3(3.9)b 12.6(4.6)a 10.4(4.9)b





Insight 5.7a 6.1b 5.3a 5.5b
Bond 15.0a 14.9b 14.6a 15.2b
Task/Goal 20.0a 21.5b 21.8a 21.4b
Treatment condition: alliance strengthening% 54.8 46.7
Note. Values given are means (SD), unless otherwise indicated. Abbreviations: PDD= Pervasive De-
velopment Disorder; ADHD/ODD= Attention Deficit / hyperactivity disorder/ oppositional defiant 
disorder. a From the perspective of mothers b From the perspective of fathers c From the perspective 
of casemanagers Higher scores reflected higher stress level/ more symptoms/ stronger alliance.
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Predicting parents’ completion of questionnaires during ROM in a semi-residential 
setting
Separate logistic multilevel analyses were conducted with the response of parents 
on each assessment as binary variable and the results are presented in Table 4. A 
low completion of questionnaires by parents on the ROM data collection system was 
significantly predicted by parent related variables as well as a child related variable. 
Odds Ratios of significant parent variables are: single parenthood .39 (p=.01), a higher 
parental educational level .44 (p=.01) and a weaker therapeutic alliance between the 
team and parents on goal setting 1.39 (p=.00). Stress of mothers related to physical 
health .94 (p=.05) was close to being a significant variable. A child related variable 
with a significant Odds ratio turned out to be high comorbidity on DSM-IV Axis I (.46; 
p=.00).  
Table 4 Logistic multilevel analyses with parents’ completion of questionnaires over time as binary 
dependent variable
Predictor Odds Ratio (OR) (95% CI) p
Comorbidity childab .46 .33-.76 .00
Single parentsa .39 .19-.83 .01
Parent educational level .44 .23-.84 .01
Parental allianceac 
Insightd Taske .92d 1.09e .79-1.08d .85-1.40e .31d .85e
Bondd Bonde 1.00d .98e .93-1.06d .76-1.26e .88d .96e
Task/Goald Goale 1.06d 1.39e .97-1.17d 1.12-1.73e .21d .00e
Total alliance score 1.00d 1.08e .97-1.04d .98-1.19e .87d .14e
 Parental stressac
Parent-child relation 1.02 .94-1.11 .68
Parenting 1.02 .95-1.11 ..58
Depressive mood .97 .87-1.08 .55
Role restriction 1.00 .95-1.06 .89
Physical health .94 .89-1.00 .05
Total stress score 1.00 .98-1.02 .69
Alliance Intervention .70 .39-1.24 .22
Note. Each predictor was employed in a separate multilevel analysis.  p ≤ 0.05(bolded) a Controlling 
for treatment location b Controlling for age c Controlling for Alliance Intervention d From the perspec-





The implementation of ROM is widely recognized as being difficult, though impor-
tant for improving treatment effectiveness in youth care. One important hindrance is 
the poor completion of questionnaires by parents, particularly at re-assessment. The 
present study contributes to the implementation of ROM in youth psychiatry by: a) 
describing the implementation of a ROM system in a child semi-residential setting 
and b) identifying factors associated with a low completion of questionnaires by par-
ents. The implementation of a ROM system in a semi-residential setting of a Centre 
for Child Psychiatry resulted in a considerably high completion of questionnaires by 
clinicians (83%) and parents (77%). For 20% of the clients, there was a 100% return of 
questionnaires from all the ROM participants (parents, clinical psychologist, former 
teachers and group workers) at all the three month interval assessments. As expec-
ted and in line with earlier research, the completion of questionnaires by parents was 
somewhat lower than the completion by clinicians. The perspective of parents is im-
portant to researchers and clinicians and may even be more so in semi-residential 
psychiatry as children switch daily between home and the treatment unit. Therefore, 
the current study focused in detail on factors associated with parents’ completion of 
questionnaires. Being a single parent, a higher educational level of parents, a weaker 
therapeutic alliance between the team and parents on goal setting and more comor-
bidity on DSM-IV (AXIS I) of the child were factors associated with a low completion of 
questionnaires by parents to ROM. 
Whereas previous research reported challenges to engage parents in ROM assess-
ments (Hall et al., 2013), in this study three-quarters of the parents filled out the ques-
tionnaires repeatedly. One factor that might have contributed to the high completion 
rates of parents (77%) and clinicians (83%) in our study is the growing positive attitude 
of participants towards regular monitoring of treatment outcomes and process. In the 
Netherlands, ROM is being given substantial attention in order to create transparen-
cy in the effectiveness of treatments. A recent qualitative process evaluation of ROM 
indicated that team members, administrative staff, young people and their parents/
carers supported regular monitoring of outcome if the system was easy to implement 
(Hall et al., 2014). The implementation strategy used in this study might have con-
tributed to the high completion rates, for example extra motivating phone calls to 
parents were made by the secretary and the helpdesk provided support to clinicians. 
Clinicians mentioned the feasibility of the ProMISe database, appreciated the email 
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reminders from secretary and the helpdesk support. The strong engagement from the 
administrative staff and research assistants undoubtedly helped in making sure the 
questionnaires were completed on time. Our findings are in line with research of Hall 
and colleagues (2014), which showed a successful enhancement of clinicians’ com-
pletion rates with 30% (2014) and found a completion rate for families of 49% after 
implementing an electronic session by session monitoring tool. Our study shows that 
enhancing questionnaire completion rates is not only possible for clinicians; with a 
strong effort parents can show a high engagement in ROM.  
Notwithstanding these high completion rates, for 17% of the clients one of the two par-
ents stopped with ROM assessments after questionnaire completion during the first 
few assessments. Completion of questionnaires was higher at the first few assess-
ments, however, after one year of treatment declined. This ROM drop-out was, howev-
er, small compared to Van Sonsbeek and colleagues (van Sonsbeek et al., 2014) who 
experienced 50% drop-out after the baseline assessment. In order for a ROM system 
to be beneficial and useful, it must provide information that clinicians need and are 
willing to use (Bickman et al., 2000). Clinicians especially value the perspective of par-
ents on the youth’s functioning during treatment (Bickman et al., 2000). Therefore, 
it is of interest to examine factors predicting parents’ completion of questionnaires 
during ROM assessments. Multilevel analysis resulted in initial variables at the start 
of treatment that predict completion of questionnaires by both parents. Remarkably, 
more comorbidity on AXIS 1 of the DSM-IV was a significant predictor of lower comple-
tion of questionnaires by parents. A possible explanation might be that children with 
more comorbidity, show more psychiatric symptoms, which puts more pressure on 
parents.  Single parenthood also showed to be a significant predictor of a low comple-
tion of questionnaires by parents. Single parents are likely to be more occupied with 
tasks related to the care of a child with psychiatric problems as compared to those 
supported by a partner. As a result, the timely completion of questionnaires might 
be a challenge. Higher educational level of parents, especially of fathers, turned out 
to be another predictor. Fathers with a higher educational level might be more occu-
pied by work. In addition, a weaker alliance as rated by the case manager regarding 
goal setting at the beginning of treatment was identified as a significant predictive 
variable. Apparently even at the beginning of treatment, it was more difficult for case 
managers to set mutual treatment goals with the parents who have difficulties com-
pleting questionnaires during the treatment of their youth. This finding is in line with 




attendance (Shelef et al., 2005). Remarkably, the extra investment of team members 
in alliance building strategies didn’t seem to influence completion rates of parents 
during ROM. Extra attention from clinicians is needed at the beginning of treatment 
for problems regarding mutual goal setting. Clinicians mentioned in interviews that 
ROM with feedback could be especially beneficial for clear goal setting and evaluation 
(Norman et al., 2013). Last, parents’ stress related to physical health was close to being 
a significant predictor. From the descriptive analyses it can be delineated that mothers 
in the low completion group experience more physical health related stress. Mothers 
experiencing more physical health related stress might be less capable in finding time 
to complete questionnaires. 
The findings need to be considered in light of the small sample size due to the spe-
cialized setting. Sample size limitations can have implications for the significance and 
the generalizability of the results. For example, caution is needed when generalizing 
these findings to other clinical settings in the youth mental health field. Strength of this 
study, however, is that this is the first study to use ROM in such a specialized psychi-
atric setting and that longitudinal assessment with three month intervals was conduc-
ted. Next, descriptive findings might have been influenced by the choice of a relatively 
arbitrary cut-off point to divide the group of parents into low and high responders. 
There are no clear guidelines in the Netherlands about what the minimal completion 
rates per client should be in order for ROM to be beneficial. However, the subsequent 
use of multilevel analyses, with the completion per assessment of both parents as a 
binary variable, strengthened the statistical analyses. In addition, although multiple 
perspectives on outcomes as well as process factors during ROM were included, the 
youth’s perspectives were not assessed. It remains a task for future research to develop 
routine instruments that could also be administered to youth. Last, the questionnaires 
did not allow additional comments, although parents mentioned during interviews the 
value of adding their own comments during ROM (Moran et al., 2011). 
This study can be regarded as an important first step in demonstrating potential ben-
efits of a ROM system for a child semi-residential psychiatric setting. The implemen-
tation strategy chosen in this study involved a relative small pilot project with five 
multidisciplinary teams and 46 clients only. A consequence of such a small project 
was more attention could be given to every individual participant than if implemented 
on a larger scale. It could be reasoned that the project size contributed to the differ-
ence between the completion rates mentioned in this study and the completion rates 
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reported in prior studies. However, it has been argued that ROM implementation is 
more likely to succeed if started with small pilot projects that can later be extended 
and refined, rather than attempts to implement across a whole service (Ford, Tingay, 
& Wolpert, 2006). To avoid wasting effort and “the goodwill” of clinicians and clients, 
careful approaches to ROM implementation are needed. Due to the complex setting of 
child semi-residential psychiatry, a comprehensive battery of questionnaires was im-
plemented involving multiple informants and assessments in three months intervals. 
Remarkably, despite this considerable effort asked from clinicians and parents, this 
ROM system for the semi-residential setting appeared feasible to use. 
Clearly, the next step would be to implement this ROM system in a semi-residential 
setting with feedback to the participants as an integral part of routine clinical practice. 
Bickman and colleagues (Bickman et al., 2011) found in their Randomized Controlled 
Trial that routine measurement and feedback improved outcomes with youth in home-
based mental health treatment in community settings. ROM feedback has been con-
sidered to improve communication, share decisions between the multiple participants 
and contribute to stronger therapeutic alliances (Hatfield & Ogles, 2006; Hawkins, 
Lambert, Vermeersch, Slade, & Tuttle, 2004). An electronic administered session-by 
session monitoring with direct feedback showed a stronger engagement from youth 
(Hall et al., 2013). One can imagine that the completion of questionnaires by parents 
increases when they receive feedback on the completed questionnaires from clinicians. 
Conclusions
In this paper, collecting ROM information from more than one participant, especially 
from parents in complex youth psychiatric treatment settings is advocated. Findings 
may facilitate early identification of parents at risk of dropping out of a residential 
ROM system. A high completion of questionnaires by parents is needed to: a) make 
feedback during ROM data collection a useful clinical tool and b) collect large longitu-
dinal datasets to conduct methodologically sound research. Whether a low completion 
of questionnaires is an indication of suboptimal treatment motivation and worse out-
comes should be studied in the future. In line with the recommendations of Moran and 
colleagues (Moran et al., 2011), ROM should become a collaborative and meaningful 
process in partnership between clinicians and parents in order to improve the process 
and outcome of treatment for youth. ROM implementation in specialized youth psy-
chiatric services needs further improvement in the right direction.
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Admitting a child to (semi-) residential treatment is stressful for parents, advocating for 
a profound investment in the parent-team therapeutic alliance. A strong parent-team 
alliance may result in reduced parental stress which is considered to contribute to a 
child’s symptom improvement during semi-residential treatment. Therefore, the aim 
of this study was to examine the longitudinal relation between the parent-team the-
rapeutic alliance, parental stress and child symptoms in a child semi-residential set-
ting. Parents and team members filled out questionnaires, in three month intervals, 
during the semi-residential treatment of 46 children aged 6 to 12 years. Symptoms 
were assessed with the Strengths and Difficulty Questionnaire, parental stress with the 
Parenting Stress Questionnaire and parent-team alliance with the Working Alliance 
Inventory, revised short version. Multilevel analyses showed a significant longitudinal 
association between the parent-team alliance, parental stress and child’s symptoms. 
A positive change in the parent-team alliance was related to a positive change three 
months later in the child’s symptoms and not the other way around. A focus on the 
parent-team alliance offers a substantial opportunity for treatment team members 
to stimulate parents’ adjustment to and investment in their child’s (semi-) residential 
treatment. Future research should investigate if strengthening the parent-team al-
liance results in a shorter treatment duration and thus increases cost-effectivity.    
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INTRODUCTION
Establishing a strong parent-team alliance in a child psychiatric (semi-) residential 
setting is challenging as many parents, with an admitted child, experience vulnerable 
emotions (Geraghty et al., 2011; Gross & Goldin, 2008; Scharer, 1999). While they are 
relieved and grateful for receiving professional care, they often experience feelings of 
guilt, loss, distress, anxiety, physical and mental exhaustion (Mohr & Regan-Kubinski, 
2001; Puotiniemi, Kyngäs, & Nikkonen, 2001). Parents can experience real or imagined 
stigma from the wider community and often feel uncertain about how to discuss their 
child’s illness with their surroundings (Geraghty et al., 2011). In addition, they are likely 
to experience practical challenges associated with frequent appointments with team 
members or visiting their children. Often parents have formed negative expectations, 
based on earlier experiences with the mental health care system, which influence the 
parent-team alliance from the point of admission (Scharer, 2000). The parent-team 
therapeutic alliance in a semi-residential setting is conceptualized as involving four 
components: an affective relationship, mutual insight into the problems and possibi-
lities for change and agreement on the goals and tasks of treatment (Lamers & Ver-
meiren, 2014).  Parents with high stress levels are hypothesized to encounter difficulties 
in forming a strong alliance with the treatment team, which may lead to a less effec-
tive treatment environment for their child. 
Parents of children with psychiatric disorders rely on clinicians for support, affirmation, 
and collaboration (Jakobsen & Severinsson, 2006; Scharer, 2002). Evidence suggests, 
however, that parents are frequently disappointed during (semi-) residential admission 
of their child (Sarajärvi, Haapamäki, & Paavilainen, 2006; Scharer, 1999) and can feel 
disrespected or negatively judged by providers (Kerkorian, Bannon, & McKay, 2006; 
Scharer, 2000). Parents have reported that services can be negative or even hostile 
in response to the parents’ wish to collaborate in the care of their child (Jakobsen & 
Severinsson, 2006). Interviews with parents in residential psychiatry revealed that half 
of the parents indicated the need for more support from health care personnel (Puo-
tiniemi et al., 2002). Not surprisingly, there has been an increasing call to focus on 
strong involvement of parents and strengthening the parent-team alliance in youth 
psychiatric (semi-) residential settings (Green, 2006; Green et al., 2001). From the li-
terature, parents can be delineated into those that want to be active partners in the 
design of the treatment plan and want to be recognized in the contribution they make 




that team members experience challenges in establishing the parent-team alliance, 
due to the multiple participants involved (Green & Kroll, 1997; Lamers & Vermeiren, 
2014) and the complexity of psychopathology (Gross & Goldin, 2008; Horvarth & Bedi, 
2002). As the intensity of treatment increases from outpatient to (semi-) residential 
treatment and as the complexity of the psychiatric disorder increases, difficulties in 
alliance formations are also likely to increase (Byers & Lutz, 2015). There seems to be 
a complex interconnectedness shifting over time between the parent-team alliance, 
parental stress and the child’s symptoms within child (semi-) residential treatment.
 
Research in (semi-) residential settings to date provides only marginal support that 
the parent-team alliance, parental stress and child’s symptoms are linked. Green 
and colleagues (2001) reported a relation between parent-team alliance and actu-
al symptom improvement, namely a poor parent-team alliance was correlated with 
high externalizing symptoms of the child. Within a larger sample, the same research 
team found parent-team alliance to be predictive of improvement in child’s general 
functioning (Green et al., 2007). However, Guzder, Bond, Rabiau, Zelkowitz and Rohar 
(2011) did not find a significant relation between mother-team alliance and positive 
child symptom change. In contrast, outpatient youth research consistently showed an 
association between the parent-clinician alliance and actual symptom improvement 
(Hawley & Garland, 2008; Kazdin et al., 2006; McLeod & Weisz, 2005). With regards 
to parental stress, Blader (2006) reported a significant association between reductions 
in parental stress during admission of a child and improvement in externalizing prob-
lems.  Unfortunately, these earlier alliance-stress-outcome (semi-) residential studies 
involved baseline and discharge assessments only. As stress, alliance and child symp-
toms evolve over the course of treatment and are presumed to be interconnected, there 
is a need to investigate trajectories (Hawley & Weisz, 2005; Kazdin et al., 2006; Marker, 
Comer, Abramova, & Kendall, 2013). 
The aim of the current study was a longitudinal investigation of the parent-team al-
liance, parental stress and child’s symptoms during (semi-) residential treatment, as 
these constructs are considered to be interconnected and to mutually influence each 
other (Green et al., 2007; Rimehaug, Berg-Nielsen, & Wallander, 2012). Multiple as-
sessments of parent-team therapeutic alliance, parental stress and child’s symptoms, 
will provide insight as to how these factors are related and how change in one con-
struct precedes change in another construct. For example, parent-team alliance could 
be a consequence of symptom improvement rather than a predictor (Shirk et al., 2011). 
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The same accounts for parental stress, which could be a consequence of a poor par-
ent-team alliance, rather than preceding it. In the current study, it was hypothesized 
that a positive change in parent-team alliance will precede a positive change in pa-
rental stress and child’s symptoms. The parent-team alliance is expected to be an im-




Participants in this study were mothers and fathers of children admitted to five 
semi-residential psychiatric units in two locations in the western urban part of The 
Netherlands. These semi-residential units offer a multimodal treatment intervention 
by a multi-professional team, for children with psychiatric disorders who attend at 
least three days, but usually five days a week. The treatment team consists of group 
care workers, parent counselors, a licensed clinical psychologist and if indicated a child 
psychiatrist, and creative, educative, and psychomotor therapists. Around seven chil-
dren receive treatment per unit and treatment duration is variable. The primary goal of 
(semi-) residential treatment is to reduce psychiatric symptoms and improve youths’ 
quality of life and well-being. 
In total 45 mothers and 38 fathers of 46 children participated. Twenty-six children 
(56.5%) were treated at treatment location 1 and twenty (43.5%) at treatment location 
2. There were 37 boys (80.4%) and nine girls (19.6%). Of the 46 children, 37 (80.4%) lived 
in a two-parent home and nine children (19.6%) lived in a single-parent home, of which 
two (4.4%) lived in two single-parent homes (divorced parents with shared custody). 
Parents’ educational level was early/primary level for 2.3% mothers and 2.6% fathers 
(national data: 8.4%), lower/upper-secondary level for 77.3% mothers and 68.4% fa-
thers (national data: 63.1%) and tertiary/master level for 20.4% mothers and 29% fa-
thers (national data: 27.6%). Forty-four children (95.7%) had two Dutch parents, one 
child (2.2%) had one Dutch and one non-Dutch parent and one child (2.2%) had two 
non-Dutch parents. With regards to estimated AXISI of DSM-IV classification before 
admission, 65% (28) of the children were classified with an Autism Spectrum Disorder, 
26% (11) with a mood or anxiety disorder and 54% with a disruptive behavior disorder 





Parenting stress questionnaire. The Dutch Parenting Stress Questionnaire (PSQ) is a 
34-item measure, rated on a 4-point scale from 1=totally disagree to 4=totally agree, 
assessing the parents’ stress levels (Vermulst et al., 2012). The mean score was trans-
formed to a deviation score, with higher scores indicating more parental stress. The 
result was a total parenting stress score as well as five sub scores: parent-child rela-
tionship, competence, depressive moods, role restriction and health. The PSQ is a valid 
and reliable instrument with both the total score and the sub scores being psycho-
metrically sound. Cronbach’s alpha was between 0.89 and 0.91 for the total score and 
between 0.74 and 0.87 for the subscales (Vermulst et al., 2012). In this study the PSQ 
was completed, before admission and with three month intervals, by both fathers and 
mothers independently.
WAV-12R. The WAV-12R is the Dutch adaptation and revision of the Working Alliance 
Inventory Short version (Lamers, Delsing, van Widenfelt, & Vermeiren, 2015; Stinckens 
et al., 2009) and measures the therapeutic alliance between parents and team mem-
bers in a (semi-) residential setting. The questionnaire has three subscales: ‘insight’ 
(mutual insight into child’s symptoms and change process), ‘working’ (agreement on 
goals and tasks of treatment) and ‘bond’ (the affective relationship). The question-
naire contains 12 items which are rated on a 5-point Likert scale, ranging from 1: ‘rarely 
or never’ to 5: ‘always.’ Cronbach’s alpha of the WAV-12R across the three subscales 
ranged from .84 to .93 (Lamers, Delsing, et al., 2015). The WAV-12R was filled out by 
mothers and fathers after six weeks of treatment and then at three month intervals 
during treatment.
Strengths and difficulties questionnaire (SDQ). The Dutch version of the SDQ (Good-
man, 2001; van Widenfelt et al., 2003) is a 25-item measure assessing the child’s 
strengths and difficulties. There are three response categories, ranging from ‘not true’ 
(0) to ‘certainly true’ (2). The questionnaire has five subscales (emotional problems, 
conduct problems, hyperactivity, peer problems, and prosocial behavior) in addition to 
a total score. The sum of scales 1–4 results in a total difficulty score with a minimum of 
0 and a maximum of 40. In contrast to the other scales, a high score on the prosocial 
scale indicates strengths. The psychometric properties of the SDQ are generally good. 
Cronbach’s alpha was .82 for the parent version of the total score and between .57 
and .85 for the subscales (Goodman, 2001). In this study, the SDQ was completed by 
mothers and fathers before and during admission. 
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Procedure
Routine Outcome Monitoring (ROM) was implemented as an integral part of the 
semi-residential treatment, with ROM assessments at three month intervals (Lamers, 
van Nieuwenhuizen, Siebelink, Blaauw, & Vermeiren, 2015). The research plan, which 
was part of a larger study, was judged as falling outside the WMO (Dutch Medical Re-
search in Human Subjects Act) by the medical ethical board of the University Medical 
Center in Leiden. Data were managed in accordance with medical ethical laws in The 
Netherlands: Personal Data Protection WGBO (Agreement on Medical Treatment Act) 
and WBP (Personal Data Protection Act). The aim of the larger study was to evaluate 
the effect of strengthening the therapeutic alliance between parents and clinicians on 
treatment outcome. One part of the sample (N= 22) received treatment as usual; the 
other part (N= 24) received additional parent-team alliance strengthening strategies. 
Informed consent was obtained from all parents during the admission procedure of 
the child. For the ROM-assessment, parents needed to have sufficient command of 
the Dutch language. As a result, one referred client was not included in the ROM data 
collection.
Upon admission, a standard battery of questionnaires was administered to parents 
to assess demographic variables. This battery also included the Development and 
Well-Being Assessment (DAWBA; Goodman, Ford, Richards, Gatward, & Meltzer, 
2000), filled out by parents and the teacher, to generate a DSM IV classification of 
the child. The SDQ is part of the DAWBA. The ROM questionnaires were built into a 
web-based computer software program for ROM, namely Patient-Reported Outcome 
Measurement Information System (ProMISe). Team members filled out ROM question-
naires electronically, parents had a choice between paper-and-pencil and electronic 
completion of questionnaires.
Statistical Analyses
With SPSS (version 20.0) means and standard deviations (SDs) were calculated for 
the alliance, stress and symptom variables over the five assessment times for mother 
and father reports separately. As the study aimed to include reports of both parents 
to accommodate for responses from parents within the same dyad, multilevel anal-
ysis must be used to account for within family correlation. Furthermore, the correla-
tion between the repeated measurements must be taken into account. Therefore, a 
three-level multilevel analysis was used. An advantage of multilevel analysis is also 




participants due to different treatment lengths. In the present paper, first, associations 
were examined between the absolute scores of the alliance, stress and symptom var-
iables, next associations between changes in scores between assessment times were 
examined. Further analyses were aimed at disentangling the timing of changes by 
examining which change in one variable precedes the change in another variable. All 
multilevel analyses were adjusted for age and sex of the child, education level of par-




Descriptive results are presented in Table 1, including means and standard deviations 
of the stress, alliance and symptom scores over the five assessment times. There are 
variable N’s at the different assessment times due to the fact that the number of chil-
dren in treatment declined over time. Mothers reported higher stress levels than fathers 
(56.2-65.8 vs. 52.7-58.2; p < .01), however, for both mothers and fathers, stress levels 
gradually declined during the first four assessments. For fathers, stress related to par-
enting showed the highest score at start (15.2) and the strongest decline over time 
(12.3). For mothers, stress related to health showed a strong decline (14.1-11.1). Alliance 
scores were not different between mothers and fathers (41.0-46.1 vs. 42.1-44.0). During 
the first three assessment times the parent-team alliance became stronger accord-
ing to mother and father reports. For children in treatment for more than 9 months, 
the parent-team alliance declined somewhat at the fourth and fifth assessment time. 
For both mother and father reports, child’s symptoms gradually declined over the five 
assessment times (22.0-17.8 vs. 21.6-17.4). The only exception was the child’s prosocial 
behavior, which remained relatively stable over the course of treatment.  
Association between Parents’ Reports of Alliance, Stress and Symptoms
Multilevel analyses showed an association between a strong parent-team alliance, low 
parental stress levels and low child’s symptoms scores of both parents (Table 2). The 
total score of parent-team alliance was significantly inversely associated with the total 
score of parental stress (B = -.14; p < 0.01). The regression coefficient can be interpreted 
as a difference in one unit in the parent-team alliance was associated with a difference 
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of -.14 units in parental stress, both between and within subjects. On the subscale level, 
the insight scale of the parent-team alliance was significantly inversely associated 
with all the parental stress scales. 
In addition, total parental stress was significantly positively associated with the total 
score of parents’ reports of child’s symptoms (B= 1.18; p < 0.01). A child’s emotion-
al problems in particular were significantly positively associated with all the paren-
tal stress subscales. In addition, conduct problems, peer problems, hyperactivity and 
prosocial behavior were also significantly associated on subscale level.
 
Last, the total score of the parent-team alliance was significantly inversely associated 
with the total score of the child’s symptoms (B= -.54; p < 0.01). All the subscales of 
the parent-team alliance were significantly inversely associated with the total child’s 
symptom score reported by parents. Further, the total parent-team alliance score was 
significantly inversely associated with child’s emotional problems (B = -.78; p < .01), 
hyperactivity (B = -.71; p < .05) and peer problems (B = -1.05; p < .01).
Associations between Change in Parent-Team Alliance, Stress and Symptom Scores 
between Assessment Times 
In Table 3, multilevel analyses are presented as associations of change in parent-team 
alliance, change in parental stress and change in symptom scores between the as-
sessment times. With regard to total scores, only change in parent-team alliance was 
significantly associated with change in the child’s symptoms (B = -.69; p < .01). Most 
of the subscales showed a significant inverse association between change in par-
ent-team alliance and change in child’s symptoms, except for child’s peer problems 
and prosocial behavior. On the subscale level, there were some associations between 
change in parent-team alliance and change in parental stress. Change in the subscale 
alliance insight was significantly inversely associated with change in overall stress (B 
= -.06; p < .01) and specific to stress related to the child-parent relationship (B = -.26; 
p < .01) and parental depression (B = -.25; p < .01). While no association was found be-
tween change of the total stress score and change of child’s symptoms total score, the 
subscale “conduct problems” was significantly positively associated with change in 
several subscales of parental stress, namely parent-child relationship (B = .49; p < .01), 




Table 1 Descriptive scores for parental stress, parent-team alliance and child’s symptoms for moth-
ers and fathers separately
                                        Mothers
T1 T2 T3 T4 T5
Stress N=42 N=42 N=32 N=22 N=14
Relation 11.9(3.3) 11.0(3.6) 10.8(3.5) 10.6(3.7) 11.6(3.7)
Parenting 15.3(3.3) 14.8(4.4) 14.3(4.6) 13.7(3.0) 14.4(4.9)
Depression 11.3(2.7) 11.0(2.9) 10.6(3.0) 10.0(2.1) 10.9(2.5)
Role 13.0(5.5) 12.0(5.0) 11.9(5.3) 11,4091 11.5(5.3)
Health 14.1(4.8) 12.0(3.4) 11.5(3.9) 10.5(2.8) 11.1(3.6)
Total 65.8(13.8) 60.8(14.2) 59.1(16.3) 56.2(12.3) 59.5(15.8)
Alliance N=35 N=37 N=34 N=20 N=13
Insight 5.5(2.4) 5.3(1.9) 5.6(2.0) 5.9(2.2) 6.0(2.4)
Working 20.5(6.8) 22.9(4.9) 23.9(4.4) 22.9(5.0) 24.1(4.9)
Bond 14.9(4.1) 16.1(3.3) 16.6(3.2) 15.7(3.2) 15.5(3.6)
Total 41.0(11.4) 44.2(8.5) 46.1(8.2) 44.5(9.3) 45.7(9.8)
Symptoms N=37 N=40 N=33 N=23 N=12
Emotional 5.9(2.9) 5.2(2.5) 5.1(2.5) 4.5(2.4) 4.3(2.4)
Conduct 4.2(2.3) 3.4(2.5) 3.2(2.2) 2.9(1.8) 3.2(1.9)
Hyper 7.4(2.7) 6.9(2.8) 6.3(2.9) 6.1(2.6) 6.9(2.1)
Peer 4.6(2.0) 4.2(2.3) 4.2(2.2) 4.4(2.1) 3.3(1.9)
Prosocial 6.1(2.4) 6.4(2.4) 6.2(2.3) 6.2(2.3) 6.8(2.3)
Total 22.0(5.7) 19.7(5.7) 18.8(6.3) 17.9(5.4) 17.8(5.5)
Fathers
T1 T2 T3 T4 T5
Stress N=35 N=32 N=25 N=19 N=10
Relation 10.8(3.5) 9,8(3.2) 10.2(3.9) 9.5(2.9) 9.6(3.2)
Parenting 15.2(4.1) 13.6(4.0) 13.1(4.0) 12.7(3.0) 12.3(3.1)
Depression 10.6(2.9) 10.3(3.0) 10.2(3.5) 9.8(3.2) 10.5(3.2)
Role 10.3(4.0) 10.4(4.2) 10.6(4.8) 9.8(5.0) 14.1(6.1)
Health 11.1(3.9) 10.2(2.5) 11.5(4.8) 10.8(4.5) 11.7(6.4)
Total 58.0(14.0) 53.6(13.2) 55.0(15.7) 52.7(13.3) 58.2(17.2)
Alliance N=28 N=31 N=25 N=19 N=10
Insight 6.0(2.1) 5.6(1.7) 5.8(1.7) 5.7(1.8) 5.6(2.0)
Working 21.5(5.4) 22.8(4.0) 22.6(3.9) 22.4(5.2) 21.7(4.6)
Bond 14.9(3.9) 14.9(3.1) 15.6(2.8) 15.2(3.0) 14.8(1.8)
Total 42.5(10.1) 43.4(7.6) 44.0(7.3) 43.2(9.1) 42.1(7.2)
Symptoms N=30 N=32 N=27 N=21 N=9
Emotional 5.6(2.7) 5.1(2.5) 5.2(2.7) 4.0(2.7) 4.1(2.2)
Conduct 4.0(1.8) 2.8(1.6) 2.9(1.9) 2.5(1.8) 2.4(2.2)
Hyper 7.2(2.3) 6.8(2.7) 6.0(2.7) 5.9(2.5) 6.6(2.4)
Peer 4.9(2.2) 4.4(2.1) 4.4(2.0) 4.6(2.5) 4.3(2.2)
Prosocial 5.7(2.0) 6.0(1.7) 5.8(1.7) 6.0(2.2) 6.9(1.5)
Total 21.6(5.0) 19.1(4.8) 18.5(6.0) 17.0(6.2) 17.4(6.2)
Note. Values given are means and standard deviations M(SD); T1 = Before intake (Stress and Symp-
toms); After 6 weeks (Alliance), T2 = 3-4 months, T3 = 6-7 months, T4 = 9-10 months; T5 = 12-13 
months. Higher stress scores reflect higher stress levels; higher symptom scores reflect more symp-
toms (except for the prosocial scale); higher alliance scores reflect stronger alliances.  
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Disentangling the Timing of Related Changes
To study the association between changes in the parent-team alliance and changes 
in child’s symptoms, multilevel analyses were conducted to create more insight into 
the timing of the relationship between the changes. The results showed no signifi-
cant association between the change in child’s symptoms between two assessment 
times and the change in parent-team alliance between the two following assessment 
times (B = -.00; p = .99). However, there was a significant inverse significant relation-
ship between a change in parent-team alliance and a change in child’s symptoms 
one time-period further, suggesting that a change in parent-team alliance precedes a 
change in child’s symptoms rather than the other way round (B = .10; p = .04). 




Relation Parenting Depression Role Health Total
Insight -.17(.04) ** -.12(.03) ** -.17(.04) ** -.10(.03) ** -.06(.03)* -.04(.01)**
Working -.17(.10) -.08(.09) -.31(.10)** -.17(.08)* -.10(.07) -.05(.02)*
Bond -.19(.07)** -.10(.06) -.26(.07)** -.14(.06)* -.04(.05) -.05(.02)**
Total -.51(.17)** -.29(.15) -.73(.18)** -.38(.14)** -.20(.13) -.14(.04)**
Stress→  
Symptoms↓ 
Relation Parenting Depression Role Health Total
Emotional .38(.10)** .38(.12)** .24(.09)** .26(13)* .46(.13)** 1.66(.41)**
Conduct .66(.13)** .84(.14)** .41(.12)** .15(.16) .33(.17) 2.38(.52)**
Hyper .09(12) .27(.13)* .28(.10)** .15(14) .24(.15) 1.18(.46)*
Peer .22(.12) .36(.33)** .15(.11) .57(14)** .02(.15) 1.58(.47)*
Prosocial -.39(.11)** -.12(.13) -.22(.10)* -.43(.13)** .20(.15) -1.01(.45)*
Total .23(.05)** .31(.05)** .19(.04)** .20(.06)** .19(.06)** 1.18(.18)**
Alliance→  
Symptoms↓ 
Insight Working Bond Total
Emotional -.12(.06)* -.44(.15) ** -.19(.11) -.78(.26)**
Conduct -.19(.08)* -.21(.19) -.03(.14) -.56(.35)
Hyper -.13(.07) -.30(.16) -.16(.12) -.71(.29) *
Peer -.19(.07)** -.49(.17) ** -.36(.12) ** -1.05(.30)**
Prosocial .02(.07) .17(.16) .12(.12) .28(.30)
Total -.10(.03)** -.26(.07) ** -.13(.05) ** -.54(.12) **
Note. Values given are regression coefficients and standard error B(SE); analyses controlled for 
treatment location, alliance intervention, age and sex of child and SES of parents; T1 = before in-
take (Stress and Symptoms); after 6 weeks (Alliance), T2 = 3-4 months, T3 = 6-7 months, T4 = 9-10 





The current study investigated the interplay between parent-team alliance, paren-
tal stress and child’s symptoms over time in a child semi-residential setting. At three 
month intervals these constructs were assessed from mother’s and father’s perspec-
tives for 46 children admitted to semi-residential treatment. The main findings were 
that: (1) parent-team alliance, parental stress and child’s symptoms were significantly 
related over the course of treatment; (2) positive change in parent-team alliance was 
Table 3 Multilevel analysis of associations between change in parent-team alliance, parental stress 
and child’s symptoms
Δ Stress→       
Δ Alliance↓
Relation Parenting Depression Role Health Total
Insight -.26(.07)** -.10(.05) -.25(.07)** -.01(.06) -.06(.06) -.06(.02)**
Working -.19(.17) .07(.14) -.27(.19) .07(.15) -.05(.14) -.008(.05)
Bond -.11(.11) .00(.09) -.30(.12)* -.11(.09) -.07(.09) -.04(.03)
Total -.46(.29) .03(.23) -.79(.31)* -.06(.26) -.15(.24) -.09(.09)
Δ Stress→       
Δ Symptoms↓
Relation Parenting Depression Role Health Total
Emotional .17(.11) .19(.14) .10(.10) -.17(.11) .30(.12)* .41(.35)
Conduct .49(.15)** .60(.18)** .46(.13)** -.07(.16) -.05(.16) 1.36(.47)**
Hyper -.04(.13) .03(.16). .11(11) -.10(.13) -.18(.13) -.27(.39)
Peer -.05(.14) .04(18) -.07(.12) .18(.14) -.02(.15) .08(.45)
Prosocial -.07(17) -.14(.20) -.08(.14) -.09(.17) .24(.18) -.12(.51)
Total .10(.06) .16(.07)* .11(.05)* -.05(.06) .03(.06) .28(.19
Δ Alliance→    
Δ Symptoms↓
Insight Working Bond Total
Emotional -.20(.08)* -.58(.18)** -.12(14) -.88(.32)** 
Conduct -.25(.12)* -.71(.29)* -.15(.20) -1.17(.49)*
Hyper -.20(.10)* -.64(.23)** -.50(.16)** -1.50(.38)**
Peer .06(.12) .24(.27 .06(.19) .43(.47)
Prosocial .12(.13) .34(.30 -.12(21) .29(.52)
Total -.13(.04)** -.39(.10)** -.14(.07)* -.69(.17)**
Note. Values given are regression coefficients and standard error B(SE); analyses controlled for 
treatment location, alliance intervention, age and sex of child and SES of parents; T1 = before in-
take (Stress and Symptoms); after 6 weeks (Alliance), T2 = 3-4 months, T3 = 6-7 months, T4 = 9-10 
months; T5 = 12-13 months; *= p ≤ 0.05; **= p ≤ 0.01.
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significant longitudinally related to positive change in child’s symptoms and (3) po-
sitive change in alliance between two assessments significantly preceded a positive 
change in child’s symptoms at two subsequent assessments. Although parents are 
viewed by clinicians as crucial in the semi-residential treatment of children, paren-
tal constructs have rarely been longitudinally investigated in relation to treatment 
outcomes in this setting. Our findings underscored that a strong therapeutic alliance 
between treatment team members and parents is an effective common process fac-
tor of child semi-residential treatment, influencing parents’ experience of stress and 
preceding symptom improvement of the child. Therefore, this study contributes to the 
scientific literature and clinical practice of child semi-residential psychiatry. 
Multilevel analyses resulted in a significant longitudinal association between a strong 
parent-team alliance and low parental stress levels. Parents whose child is admitted 
to (semi-) residential psychiatry often experience feelings of stress, anxiety and guilt 
(Geraghty et al., 2011). In this study, the stress of parents was reduced over the course 
of treatment, which might contribute to parents’ ability to invest in the child’s treat-
ment program and in re-establishing their home situation with the child. Although 
qualitative interviews with parents revealed that their stress levels were strongly con-
nected to their relation with the treatment team (Puotiniemi et al., 2002), our findings 
provided additional empirical proof. Parents’ perspective of an affective and collab-
orative bond with the treatment team members was correlated with their experience 
of stress throughout the admission of their child. Despite a significant association 
Figure 1 Direction of change between the parent-team alliance and child’s symptom improvement. 
The total scores on the WAV (alliance) and SDQ (symptoms) were used; Sympt= Symptoms; T1 = 
before intake (Stress and Symptoms); after 6 weeks (Alliance), T2 = 3-4 months, T3 = 6-7 months, 




between parent-team alliance and parental stress, our expectation, that a positive 
change in parent-team alliance would be associated with a positive change in pa-
rental stress was not confirmed. An explanation might be that other factors, such as 
the family situation, partner relationship, treatment satisfaction, support and parental 
coping skills, have more influence on changes in parental stress. There was, however, 
a significant longitudinal relation between a positive change in parental stress and 
a positive change in the child’s externalizing problems, which corresponds with the 
results of Blader (2006). Thus, parents reported less stress over time when they expe-
rience a reduction in the child’s externalizing problems.
A strong parent-team alliance was also significantly longitudinally associated with 
lower child’s symptoms, as shown by multilevel analyses. The shown reduction of 
child’s symptoms over time in this study matched the primary treatment goal of 
youth semi-residential psychiatry. Surprisingly, as a residential treatment goal is also 
promoting prosocial behavior of children, child’s prosocial behavior remained relative-
ly stable over treatment. A possible explanation might be that this construct is more 
subject to social desirability of parents. The parent-team alliance was strongly associ-
ated with the child’s symptoms over time, while scant earlier research on associations 
between parent-team alliance and child’s symptoms was inconsistent in residential 
settings (Green et al., 2007; Green et al., 2001; Guzder et al., 2011). Examining earli-
er research in more detail revealed that half of the sample of Guzder and colleagues 
(2011) failed to complete measures, while in Green’s studies (Green et al., 2007; 2001) 
and this current study all participants completed the questionnaires. A low question-
naire completion rate might have prevented Guzder and colleagues (2011) from finding 
significant associations. Another explanation might be that in contrast to these earlier 
studies, in our study the parent-team therapeutic alliance was investigated longitudi-
nally in relation to symptom improvement. We found that a positive change in the par-
ent-team alliance was significantly associated with a positive change in child’s symp-
toms. The interconnectedness of change in the parent-team alliance with change in 
child’s symptoms in a child residential setting, underscored that parent-team alliance 
is a treatment process factor that deserves substantial clinical attention.
As hypothesized, improvement in parent-team alliance preceded reductions in child’s 
symptoms and not the other way around in a semi-residential treatment setting. 
These findings contradicted the suggestion that alliance is a consequence rather than 
a predictor of symptom change (Crits-Christoph, Gibbons, & Hearon, 2006; Shirk et al., 
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2011). Youth research disentangling the direction of alliance-outcome change associ-
ations has been scarce, especially due to a lack of longitudinal assessments (McLeod, 
2011; McLeod & Weisz, 2005; Shirk et al., 2011). Regarding the youth-therapist thera-
peutic alliance, studies have provided some support that a strong youth alliance is a 
predictor of symptom change, rather than a consequence (Labouliere, Reyes, Shirk, 
& Karver, 2015; Ormhaug, Jensen, Wentzel-Larsen, & Shirk, 2014). A study involving 
16 week session-by-session ratings found partial support for a reciprocal relationship 
between youth alliance and symptom improvement (Marker et al., 2013). Our study is 
the first to investigate the parent-team alliance longitudinally, as the parent alliance is 
considered to be as important as the youth alliance in relation to youth treatment out-
comes (McLeod, 2011). Our finding that stronger parent-team alliance drives symptom 
reduction, has important clinical implications. (semi-) residential treatment is often 
described as a black box (Harder & Knorth, 2009) with tailor made and variable treat-
ment modules. The parent-team alliance is, however, a common process treatment 
factor that for each individual client promotes an effective treatment environment. To 
improve treatment effectiveness of this relatively costly intervention, an investment in 
a strong parent-team alliance is a promising treatment element. 
In this study the parent-team alliance, rated by mothers and fathers, showed a slight 
increase during the first nine months of treatment. The group who continued treatment 
(22 children continued treatment until a year and 14 even longer) scored somewhat 
lower. Explanations for this decline in the last months might be that parents are disap-
pointed that treatment is not finished yet, that they are already focused on separating 
themselves from the treatment team or that the team takes the parent-team alliance 
more for granted. In any event, these fluctuations in the strength of the parent-team 
alliance, need attention from treatment team members. ROM, the assessment of 
treatment outcomes at regular intervals in order to monitor clients’ progress during 
treatment (De Beurs et al., 2011), may support clinicians. It is unfortunate, however, 
that ROM currently mostly focuses on outcome assessment (Hall et al., 2013), while 
monitoring the parent-team alliance seems to be a promising process factor to eval-
uate regularly. Our findings add support to the already existing call to routinely mon-
itor the therapeutic alliance in complex treatment services (Bickman et al., 2011; Lam-
ers, Delsing, et al., 2015). Feedback to clinicians and parents about their parent-team 
therapeutic alliance provides the opportunity for both sides to redirect it. Next to this 
feedback system around the alliance, treatment team members could invest in spe-




effect of strengthening the parent-team alliance in (semi-) residential psychiatry on 
treatment results and length.
Although the methodology used in the current study provided the opportunity to in-
vestigate the interaction between important treatment constructs, some limitations 
are noteworthy. First, the parent-team alliance, stress and symptoms were measured 
from mother’s and father’s perspectives only. Several researchers have shown, howev-
er, that alliance, stress and symptom scores can differ between parents and clinicians 
(Hawley & Garland, 2008; Lamers & Vermeiren, 2014). The perspective chosen might 
have an influence on the strength of associations between these factors. Therefore, 
future research may complement parents’ reports with therapists’ reports. A second 
limitation is that the clients and their parents in this study formed an alliance with only 
two treatment teams (at two different locations).  In addition, half of the group children 
(n=22) received an alliance building intervention. Although all analyses were corrected 
for treatment location and treatment intervention, ratings of the participants may not 
be fully independent. Third, although multiple subscales per questionnaire resulted in 
many statistical tests, we did not adjust for multiple testing. Instead, interpretations 
and conclusions were based on the general overview and not on single significant re-
sults. Finally, the size and constituency of our sample may limit the generalizability 
of the results. Our study involved 46 clients only, of which most had an Axis I autism 
spectrum disorder, who received treatment from one providing institute. Future studies 
may include larger samples with clients with more diverse psychopathologies involv-
ing different treatment institutions. Larger samples provide the opportunity to further 
investigate possible moderating factors between parent-team alliance, parental stress 
and outcome, such as parental motivation, engagement, psychopathology etc.  
Semi-residential treatment is an intensive and costly module often provided in child 
psychiatry. The findings in this study underscore the parent-team alliance as an effec-
tive common process factor of semi-residential treatment. The parent-team alliance 
is interconnected with parents’ experience of stress and with the child’s symptom im-
provement over the course of treatment. Although parents might experience a high 
level of stress due to the admission of their child, they are often willing to invest sub-
stantially in the treatment of their child. A strong parental investment in the semi-res-
idential treatment of children, results in an effective treatment environment. An es-
sential task for treatment team members in semi-residential psychiatry is developing 
strategies to monitor and invest in the parent-team alliance. 
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In a semi-residential setting where children switch daily between treatment and home, 
establishment of a strong parent-team alliance can be a challenge. The development 
of alliance with parents and the symptoms of the child might be strengthened by a 
structured investment of treatment team members.  Participants were caregivers and 
treatment team members of 46 children (6-12 years) who received semi-residential 
psychiatric treatment. An A-B design was applied, in which the first 22 children were 
assigned to the comparison group receiving treatment as usual and the next 24 to the 
experimental group, where treatment team members used additional alliance-buil-
ding strategies. Alliance and symptom questionnaires were filled out at three-month 
intervals during both treatment conditions. Parent-treatment team interaction, as-
sessed on DVD, were coded according to members’ adherence to these strategies. Mul-
tilevel analyses (using MLwiN) showed that based on reports of primary caregivers and 
a case manager, the alliance-building strategies had a statistically significant effect 
on the strength of the therapeutic alliance between treatment team members and 
parents. In addition, primary caregivers in the experimental group reported significant 
less hyperactivity symptoms of their children. This study underscores the benefits of 
structured investment in the parent-team alliance in a child semi-residential setting.
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INTRODUCTION
The therapeutic alliance between therapists and parents is increasingly acknowledged 
as a key component of the therapeutic process with children and adolescents (here-
after, referred to as youth). Commonly, therapeutic alliance is defined as the affec-
tive and collaborative aspects of the individual client-therapist relationship (Elvins & 
Green, 2008). In youth mental health care, however, at least two therapeutic alliances 
are vigorous: the youth-therapist alliance and the parent-therapist alliance (Lamers & 
Vermeiren, 2014). Interestingly, therapeutic alliances with parents of youth are asso-
ciated with a wider range of positive outcomes than youth alliances only (Green, 2009; 
Green et al., 2007; McLeod & Weisz, 2005). Parent alliance has been related to youths’ 
symptom improvements (Hawley & Garland, 2008; Kazdin et al., 2006; McLeod & 
Weisz, 2005), parenting skills improvement (Kazdin et al., 2006; Kazdin & Whitley, 
2006), more treatment attendance and retention (Hawley & Weisz, 2005; Kazdin et 
al., 2006), longer term youth adjustment after treatment (Green et al., 2007), and 
more parent satisfaction with therapy (Hawley & Garland, 2008). In family therapy the 
parent alliance has even been identified as a moderator of the relationship between 
youth’s alliance and treatment outcome (Shelef et al., 2005). Clearly, the therapeutic 
alliance of therapists with parents deserves ample attention while improving treat-
ments for youths. 
Insufficient empirical evidence exists, until now, to guide therapists in the formation 
of therapeutic alliances with parents (McLeod, 2011). This is in contrast to adult psy-
chotherapy research that showed the effectiveness of enhancing the client-therapist 
thera peutic alliance through the training of clinicians (Byrne & Deane, 2011; Flückiger 
et al., 2012). For instance, brief or subtle strategies, such as encouraging clients to 
give feedback about aspects of the therapeutic process, produced strong and last-
ing benefits for the therapeutic alliance. Youth psychotherapy research also showed 
alliance-building behaviors of therapists are associated with stronger growth in the 
youth-therapist alliance (Creed & Kendall, 2005; Diamond et al., 1999; Jungbluth & 
Shirk, 2009; Karver et al., 2008). For example, “collaboration” positively influences the 
youth alliance and “pushing the child to talk” influences it negatively (Creed & Kendall, 
2005). In a recent meta-analysis of the therapeutic alliance in the youth field, McLe-
od (2011) advocated investigation of factors that influence parent alliance formation 
and development. While there has been attention for youth and adult alliance buil-
ding in psychotherapy, the literature on parent alliance building is primarily descriptive 




Investment in a strong therapeutic alliance with parents might be especially challen-
ging in a semi-residential setting where youth switch on a daily basis between the 
treatment setting and home. Due to the high costs and impact of (semi) residential 
psychiatric treatment in youth mental health care, refinement of effective strategies 
is a necessity. The importance of the therapeutic alliance with parents in (semi) resi-
dential settings is reflected in ample literature describing (a) the dynamics of the par-
ent-treatment team alliance (Gross & Goldin, 2008), (b) the perspectives of parents 
and treatment team members on their alliance (Lamers & Vermeiren, 2014; Scharer, 
1999), and (c) ways to positively influence the strength of the parent-treatment team 
alliance (Ainsworth, 1991; Scharer, 2000). The parent-treatment team alliance has been 
identified as a critical component in relation to treatment success for youths in the 
(semi) residential setting (Green et al., 2007; Kabuth, De Tychey, & Vidailhet, 2005). To 
elaborate on this research, several authors recommend investigating how the quality 
of the therapeutic alliance changes over time from different perspectives (Green, 2006; 
Kazdin & Nock, 2003; Lamers & Vermeiren, 2014). Furthermore, as the parent-team 
therapeutic alliance is posited to be crucial in promoting the outcomes of residential 
psychiatry, research is needed to the effect of strengthening the parent-team alliance 
in residential settings. 
Therefore, the main objective of this study is to evaluate strengthening of the par-
ent-treatment team therapeutic alliance in a youth semi-residential setting from dif-
ferent perspectives. Given the previous findings on strengthening effects in the adult 
alliance during psychotherapy, we hypothesized that the development of alliance with 
parents can be strengthened by a structured investment of treatment team members 
in semi-residential psychiatry. In addition, we hypothesized that the child’s symptoms 
would improve faster during treatment when treatment team members would invest 
in the therapeutic alliance with parents.  
METHOD
Design and participants
This is a longitudinal study using an A-B design implemented at five semi-residential 
units in two locations of the Institute for Child and Adolescent Psychiatry in the Neth-
erlands. In the first stage (A), the comparison group (n=22) of newly submitted children 
and their parents received treatment as usual. In the next stage (B), for the experi-
mental group (n=24), team members were trained in alliance-building strategies and 
applied these with parents and their children in addition to carrying out treatment as 
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usual. A specific treatment manual was developed as well as a structured training pro-
tocol, which integrates attention for treatment integrity procedures. Although a rand-
omized control trial is preferred for effectiveness research, mutual influencing effects 
were expected between the comparison and experimental groups. Figure 1 illustrates 
the allocation of children to a comparison group and experimental group. Inclusion 
lasted until December 2012.
Participants in this study were 46 primary caregivers, two licensed clinical psycholo-
gists and eight group workers. The group workers provide a daily structured therapeu-
tic treatment program and the clinical psychologist is responsible for the treatment 
design. The children of the caregivers had a mean age of 8.9 (SD = 1.6; range 6 to 12 
years). The primary caregiver was the mother; only in one case the primary caregiver 
was the father. Children attended semi-residential treatment for at least three, but 
usually five, days a week for 8 hours a day (mean days in treatment = 322; SD = 116). 
Characteristics of children and their parents of both treatment groups are presented 
in Table 1.
Comparison condition
At each location, a multidisciplinary team provided treatment to seven children per 
unit, which consisted of a therapeutic milieu on the ward, parent counseling/training, 
educative therapy, psychomotor therapy, and creative therapy. Children were involved 




in a highly structured day schedule in which social activities and school were integrat-
ed. The treatment team consisted of group care workers, parent counselors, a licensed 
clinical psychologist and if indicated the child psychiatrist, creative, educative, and 
psychomotor therapists. The primary goal of (semi) residential treatment is to reduce 
psychiatric symptoms and improve youths’ quality of life and well-being.
 
Experimental condition
Based on the literature regarding therapeutic alliance building, therapeutic strategies 
on a practical level and on a therapeutic level were added to the regular semi-residen-
tial treatment to strengthen the parent-team alliance. 
Practical level. Special alliance-building opportunities were incorporated in the child 
semi-residential treatment. These alliance opportunities entailed:
• Framework meeting. After intake a pre-treatment meeting takes place in which 
parents, parent counselor, and case manager mutually design and agree upon a 
detailed treatment contract. 
• Treatment evaluation. Every three months during treatment, the treatment plan 
is evaluated by parents and treatment team and new goals are agreed upon.
• Consent meeting. Every three months after intake or evaluation, parents express 
their consent for the treatment by communicating to their child, in the presence of 
the treatment team, the goals that have been attained and the rationale for the 
new goals. All participants sign the treatment plan, creating a ritual that empha-
sizes the collaboration between parents, child, and treatment team.
Therapeutic level. During the whole treatment, and especially in these alliance-build-
ing opportunities, the treatment team applied the following therapeutic strategies.
• Partnership. The treatment team strives to obtain a shared vision on diagnose, 
treatment goals, and tasks, while designing a mutual treatment plan in partner-
ship with parents. The team members frequently emphasize the concept of part-
nership, mutual collaboration, joint effort, being part of the team and input being 
of equal importance for the treatment program. When parents are regarded as 
partners they will invest more intensively and effectively in the treatment program 
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(Alexander & Dore, 1999; Morrissey-Kane & Prinz, 1999). Partnership strengthens 
the alliance with parents especially in a (semi) residential setting (Gross & Goldin, 
2008). Parents are incited by asking to reflect on the child’s development and 
the treatment policy. In partnerships, when there is equality in decision making, 
responsibility, and accountability,  parents will feel more secure about the agreed 
upon treatment plans and will express differing opinions early in the course of 
treatment. Next, parents are in charge of communicating the treatment plan to 
the child. Research has showed reduced numbers of dropout when children are 
extensively prepared about the treatment content (Holmes & Urie, 1975). 
• Positive attributions of team members towards parents and positive mutual ex-
pectations. Ackerman and Hilsenroth (2003) showed in their overview that pos-
itive attributions and expectations of clinicians regarding the collaboration with 
the client, significantly relates to the development and maintenance of a strong 
therapeutic alliance. Thus, team members should strongly focus on the strengths 
and competencies of children and parents and their capability to change. When 
the treatment has a positive effect due to the influence of parents, this is punctu-
ated. In residential treatment, Scharer (2000) pleads to explicitly explore expec-
tations of parents and clinicians before admitting a child as these expectations 
have an influence on the alliance during treatment. Therefore, during the child’s 
admission process, parents’ expectations and hope for change are explored and 
reframed as more positive ones. 
• Explicitly evaluating the parent-team alliance. In the framework and evaluation 
meetings, all participants give a scale score between 1 and 10 with regard to the 
strength of the parent-team alliance. Questions like “How did we succeed in hav-
ing this score on the scale?” and “What is needed from participants to move the 
score one point more in the right direction,” are used to move the alliance in a pos-
itive direction. When feedback in adult psychotherapy is given about the thera-
peutic alliance, clients are more likely to experience a clinically significant change 
(Whipple et al., 2003). Due to more detailed information about the alliance, team 
members can adjust their therapeutic attitude or skills. 
Treatment manual, training protocol and integrity procedures




conducted around therapeutic alliance building and collaboration with parents in a 
(semi-) residential setting. Based on this literature search and the experience in several 
child semi-residential settings in The Netherlands the optimal parent-team streng-
thening strategies were described. In collaboration with the involved teams was ex-
plored which and how these strategies could be fitted or integrated in the care as usual 
of the semi-residential settings of Curium-LUMC. The outcome of these brainstorm 
sessions, which is the strategies described in the former section, was manualized and 
subsequently reviewed by the teams. Some aspects of alliance strengthening strate-
gies formulated as optimal, such as regular attendance of parents at the unit, were at 
that moment seen as infeasible. 
Integrity of the use and competence of the alliance strategies by team members was 
evaluated using Perepletchikova’s (2011) procedures, which comprise six steps. First, 
a more specific manual was developed consisting of descriptions of the core thera-
peutic strategies, the rationales for adherence, and spelling out verbatim statements. 
Second, team members were trained in these strategies with a step by step training 
protocol consisting of theoretical background, example DVDs, and practical role-play. 
Third, meetings were held about once every month, where team members went through 
the procedures, conducted skype sessions between disciplines, and talked about spe-
cific cases. Fourth, the evaluation meeting of the team together with parents, which 
took place every three months, was taped on video. Prior to these meetings, parents 
were asked for their permission to tape the meeting for this research goal. Fifth, a cod-
ing manual was developed to assess adherence to the alliance-building strategies. 
Eight aspects were rated on a 4-point scale where 1 reflected no adherence and 4 re-
flected clear adherence. Sixth, for interrater agreement, 50% of the recorded DVD’s were 
scored by a second independent rater. 
Measures
Parent-team alliance from team’ perspective. The Dutch Family Engagement Ques-
tionnaire (FEQ; Lamers & Vermeiren, 2014) is a 14-item questionnaire aimed at as-
sessing the youth and parent therapeutic alliance with team members in the specific 
setting of child and adolescent psychiatry from the treatment team’s perspective. The 
FEQ was originally developed in the United Kingdom (Kroll & Green, 1997). Although 
the questionnaire consists of three scales, only the parent alliance scale (4 items), rated 
on 4-point Likert scales ranging from most of the time to almost never with a Cron-
bach’s alpha of .69, was used for this study (Lamers & Vermeiren, 2014).
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Parent-team alliance from parents’ perspective. The Empathy and Understanding 
Questionnaire (EUQ) is a questionnaire aimed at assessing the parents’ perspective 
on the therapeutic alliance with team members in a child (semi) residential psychiat-
ric setting (Green, 1996). Elvins and Green (2008) report the initial psychometric pro-
perties of the EUQ as adequate. After permission from the original author, the EUQ 
was translated and its psychometric qualities were investigated in the Netherlands 
in accordance with the guidelines of van Widenfelt and colleagues (2005). Independ-
ent translation (by three psychologists) and back translation (by two native speakers) 
of the items and response categories were conducted and consensus was reached in 
brainstorming sessions. A subsequent explorative factor analysis for mothers (N = 67) 
and fathers (N = 50) revealed unifactorial solutions. The Dutch questionnaire consists 
of five items with ready-made answer categories. Cronbach’s alpha for both mothers’ 
and fathers’ reports of the EUQ were acceptable (mothers, .77 and fathers, .79). The 
final back-translated version of the EUQ is presented in Appendix 1. 
Child’s strengths and difficulties. The Dutch version of the Strength and Difficulties 
Questionnaire (SDQ) is a 25-item measure (Goodman, 2001; van Widenfelt et al., 
2003 ) assessing both the child’s strengths and difficulties. The questionnaire has five 
subscales in addition to a total score: emotional problems (EMO), conduct problems 
(COND), hyperactivity (HYP), peer problems (PEER), and prosocial behaviour (PRO-
SO). There are three response categories, ranging from ‘not true’ (0) to ‘certainly true’ 
(2). The sum of scales 1–4 results in a total difficulty score with a minimum of 0 and 
a maximum of 40. In contrast to the other scales, a high score on the prosocial scale 
indicates strengths. Cronbach’s alpha was .82 for the parent version of the total score 
and between .57 and .85 for the subscales (Goodman, 2001). Cronbach’s alpha was 
.87 for the teacher version of the total score and ranged between .70 and .88 for the 
subscales (Goodman, 2001). 
Procedures
The research plan, which was part of a larger study, has been approved by the Medical 
Ethical Committee of the Leiden University Medical Center. The research was judged 
as falling outside of the WMO (Dutch Medical Research in Human Subjects Act) as 
data was collected to improve treatment, which made written consent unnecessary. 
All participants referred to the semi-residential treatment were informed before the 




was subsequently obtained from participants of the 46 children during the admission 
process to the semi-residential setting. Only one referred client was not included in 
the study as parents lacked a sufficient command of the Dutch language. Patient 
data were managed in line with Dutch ethical guidelines, that is, the Personal Data 
Protection WGBO (Agreement on Medical Treatment Act) and WBP (Personal Data 
Protection Act). 
For the present study, longitudinal assessments of the SDQ, EUQ and FEQ were used. 
The first SDQ assessment was before the intake; the first EUQ/FEQ assessment 
occurred after 6 weeks of treatment. Subsequent assessments were planned with 
3-months intervals as long as treatment continued. Information on sociodemograph-
ics (e.g., education level of parents) and DSM-IV classifications (DAWBA; Goodman et 
al., 2000) was collected as part of standard procedures during the client’s admission 
for the semi-residential psychiatric unit. 
Statistical analyses
The maximum of missing values for a given scale for the EUQ and FEQ was no more 
than one missing item. In case of one missing item per scale, these were replaced by 
using the person mean substitution method (Hawthorne & Elliott, 2005). Descriptive 
statistics were conducted with SPSS (version 20.0).  
The development of the alliance and outcome variables was analyzed with multilevel 
modeling carried out with MLwiN (version 2.22; Rasbash et al., 2000). The assessment 
times (first level) were nested within the individuals (second level), so dependencies 
between assessment times for the same child were accounted for. The advantage of 
using multilevel analysis with repeated measures is that all available data could be 
incorporated into the analysis, including data from participants that missed one or 
more measurement occasions. Group assignments were entered into the equation as 
an independent variable to assess average treatment effects over time. In addition, to 
assess treatment effects on alliance at the different time points the alliance variable 
assessment time (represented by dummy variables) and the interaction between time 
and group allocation was added to the model. All analyses on alliance were adjusted 
for location and education level; all analyses on strengths and difficulties of the child 
were adjusted for location and age of the child. 
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No significant differences in completion rates for the EUQ were found between the 
locations (p=.20) and the treatment conditions (p=.41). Also for the SDQ’ reports no dif-
ference was found between locations (caregiver: p=.52; group worker p=.15) and treat-
ment conditions (caregiver: p=.21; group worker: p=.06). However, for the FEQ there was 
a significant difference in completed questionnaires between the two treatment loca-
tions (p = .01). For treatment location 2, completion rates ranged between 30 and 65%, 
which excluded this data when analyzing the FEQ. The licensed clinical psychologist 
mentioned time pressure as the main reason. The number of days between assess-
ment times was variable (EUQ: M = 84, SD = 25; FEQ: M = 86, SD = 24; SDQ caregiver: 
M = 89, SD = 42; SDQ group worker: 103, SD = 52), however, not different between the 
comparison and experimental group (EUQ: p =.10; FEQ: p =.67; SDQ caregiver: p=.28; 
SDQ group worker: p=.46). 
Results integrity procedure
Of the 46 clients, 18 evaluation meetings were taped on DVD, 13 from location 1 and 5 
from location 2. The main reason for not taping evaluation meetings was the failure 
to set up the camera. The first rater assessed all the DVDs on treatment integrity. The 
mean score per aspect on all DVDs was (1) emphasizing partnership, 2.4 (SD = .92); (2) 
agreement on a shared explanatory model of illness, 2.8 (SD = .61); (3) agreement on 
goals, 2.9 (SD = .68); (4) agreement on tasks, 2.6 (SD =.85); (5) emphasizing the effect 
of treatment, 2.8 (SD = .55); (6) zooming in on strengths of child and parents, 2.8 (SD = 
.79); (7) enhancing parents’ reflective state, 2.6 (SD = .62), and (8) parents overall satis-
faction with treatment, 3.3 (SD = .59). The intraclass correlation coefficient between the 
coder and the reliability coder was .54 (p=.00). 
Pre-intervention equivalence of groups
As can be seen in Table 1, the primary classification of the children varied significantly 
(p = .04) between the comparison and experimental group with slightly more behavior 
disorders in the experimental group and slightly more anxiety disorders in the compar-
ison group. Furthermore, children in the experimental group (248 days) attended day 
treatment for significantly (p=.04) fewer days than the comparison group (328 days). 
For the other baseline characteristics, no significant group differences were found in 




Descriptive statistics of participants for each assessment
The alliance scores per group over five assessments for the primary caregivers on the 
EUQ and one case manager on the FEQ are shown in Table 2. A higher score reflects 
stronger alliances. Caregivers’ alliance scores for the comparison group ranged from 
14.4 to 14.9, while in the experimental group from 15.2 to 17. Case manager’ alliance 
scores ranged from 10.5 to 14.7 in the comparison group and from 13.3 to 16 in the 
experimental group. 
In Table 3 the strength and difficulties scores of caregivers’ and group workers’ are 
presented per group over the five assessments. Externalizing symptoms in particular 
decreased over time. Caregivers’ hyperactivity scores decreased from 7.3 to 6.9 in the 
comparison group versus 7.4 to 5.5 in the experimental group and conduct symptoms 
from 3.8 to 3.1 in the comparison group versus 4.5 to 2.7 in the experimental group. For 
Table 1 Baseline characteristics of the 46 children and their primary caregiver between treatment 
conditions 
Participants baseline characteristics Comparison group (N=22) Experimental group (N=24) P
Age child (mean, SD) 8.6 9.2 .24
Days in treatment child (means, SD) 328(102) 248(123) .04
Girls 18 21 .82
Family composition .70
Biological parents 73 67
Single parents 13.5 25
Other 13.5 8
Caregiver education level .66
Early/ primary/ secondary 77 79
Bachelor/ master/ doctoral 23 17
Missing 4 4
DSM-IV AXIS I classification child .04
PDD 72.7 66.7
ADHD/ODD - 12.5
Mood and anxiety disorders 18.2 -
Other disorders 9.1 20.8
Presence comorbidity on Axis I 40.9 50 .54
Note. Values given are percentages, unless otherwise indicated; Abbreviations: PDD = pervasive de-
velopment disorder; ADHD/ODD = Attention deficit / hyperactivity disorder/ oppositional defiant 
disorder; p ≤ 0.05 (bolded) .
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Table 2 Means (SD) of alliance scores across assessments of parents on the EUQ and of clinical 
Psychologist on FEQ 
EUQ Comparison EUQ Experimental
T N % Total score N % Total score
1 (6-8 w) 19 86 14.7(2.1) 17 71 15.2(1.6)
2 (3-4 m) 21 95 14.9(1.0) 21 91 15.6(1.7)
3 (6-7 m) 16 76 14.9(1.8) 18 95 16.1(1.4)
4 (9-10 m) 9 69 14.4(1.0) 11 73 16.3(1.6)
5 (12-13m) 9 90 14.7(1.1) 3 38 17.0(1.7)
FEQ Comparison FEQ Experimental
N % Parent score N % Parent score
1 (6-8 w) 0 0 - 14 80 13.3(1.8)
2 (3-4 m) 8 80 10.5(1.9) 16 100 14.3(1.3)
3 (6-7 m) 9 90 12.2(2.9) 13 100 15.0(1.5)
4 (9-10 m) 8 100 13.1(2.4) 9 82 15.0(1.5)
5 (12-13m) 6 100 14.7(1.8) 3 100 16.0
Note. Values given are means (SD); % = Percentage of completed questionnaires; Higher scores 
reflected stronger alliances; w= weeks; m= months.
Table 3 Means (SD) of strength and difficulties scores across assessments of parents and group 
workers on the SDQ  
SDQ Parents Comparison Group SDQ Parents Experimental Group
T Emo Cond Hyp Peer Proso Emo Cond Hyp Peer Proso
1 5.0(2.7) 3.8(2.3) 7.3(2.6) 4.6(1.9) 6.5(2.4) 6.8(3.0) 4.5(2.3) 7,4(3.0) 4.5(2.2) 5.7(2.4)
2 5.6(2.4) 3.5(2.8) 7.1(2.3) 4.3(2.7) 6.3(2.0) 6.5(2.6) 3.6(1.3) 6,0(2.2) 4.9(2.3) 6.5(2.4
3 5.2(2.4) 3.3(2.6) 7.6(2.7) 4.4(2.3) 6.4(2.5) 5.3(2.6) 3.4(2.5) 6,3(2.8) 4.0(2.3) 6.3(2.4)
4 5.3(2.3) 3.7(2.5) 7.1(2.8) 4.7(1.8) 6.0(2.1) 5.0(2.7) 2.8(1.9) 5,7(2.9) 3.7(2.5) 6.3(2.4)
5 4.3(2.1) 3.1(1.9) 6.9(2.1) 4.8(2.3) 6.6(1.8) 4,7(2.7) 2.7(1.8) 5,5(2.9) 4.1(2.1) 5.9(2.6)
SDQ Group workers Comparison Group SDQ Group workers Experimental Group
T Emo Cond Hyp Peer Proso Emo Cond Hyp Peer Proso
1 6.0(2.0) 3.5(2.3) 7.1(2.8) 4.6(2.3) 3.9(2.3) 5.0(3.1) 3.4(2.7) 6.2(3.5) 4.4(2.4) 4.3(2.2)
2 5.7(2.4) 3.6(3.2) 5.4(4.0) 4.1(2.6) 4.1(2.7) 5.9(2.4) 2.9(2.3) 4.5(3.0) 4.7(1.9) 4.3(2.4)
3 5.4(2.2) 4.2(3.0) 4.8(3.4) 4.0(2.7) 4.2(2.9) 6.8(2.8) 2.8(2.6) 4.4(3.6) 4.7(2.5) 3.9(2.0)
4 5.2(1.9) 3.0(2.6) 5.5(3.4) 3.6(2.9) 4.5(3.2) 5.5(2.8) 2.2(1.7) 4.5(2.8) 3.5(2.1) 4.5(1.9)
5 4.5(2.8) 3.9(3.1) 5.5(3.8) 4.3(2.3) 3.9(2.5) 5.4(2.9) 2.2(2.3) 4.2(3.8) 4.6(2.1) 4.3(1.0)
Note. Values given are means (SD). T1 = Before intake, T2 = 3-4 months, T3 = 6-7 months, T4 = 9-10 
months; T5 = 12-13 months; Comparison parents n=19, 19, 19, 15 and 10; Experimental parents: n=18, 
10, 21, 18 and 13; Comparison Group workers: n= 14, 19, 20, 16, 8 ; Experimental group workers: n= 19, 




group workers, hyperactivity symptoms scores decreased from 7.1 to 5.5 in the com-
parison group and 6.2 to 4.2 in the experimental group and conduct symptoms scores 
from 3.5 to 3.9 in the comparison group and decreasing from 3.4 to 2.2 in the experi-
mental group. 
Intervention effects 
Multilevel analyses (see Table 4) showed that the alliance scores of the primary care-
givers were significantly higher in the experimental group compared to the comparison 
group (EUQ: B = .89; SE = .33; p= .01). Also for the case manager’ reports, there was a 
significant group effect on the parent alliance scales (FEQ: B = 1.94; SE = .56; p=.00). 
Next, when examining the development of the therapeutic alliance between the groups 
Table 4 Multilevel analyses of intervention effect on parent-team alliance, alliance over time and 
strengths and difficulties child
EUQ Caregivers reporta FEQ Case manager report
Δ B(SE) p Δ B(SE) p
Alliance .89(.33) .01**  1.94(.56) .00**
Group*Time T1-2 C .27 -.01(.33) .98 C - - -
I .44 I .96
Group*Time ΔT2-3 C -.08 -.26(.37) .48 C 1.72 -1.08(.92) .24
I .49 I .75
Group*Time ΔT3-4 C -.43 -.21(.45) .64 C .90 -.94(.98) .34
I .16 I -.22
Group*Time ΔT4-5 C .33 .27(.53) .61 C 1.54 .44(1.35) .74
I .73 I 1.22
SDQ Caregivers reportab SDQ Group worker reportab
B(SE) p B(SE) p
Strength and difficulties
Emotional problems .59(.73) .42 .27(.59) .65
Conduct problems .40(.56) .48 -.78(.71) .27
Hyperactivity -1.38(.55) .01* -.63(.82) .37
Peer problems -.06(.63) .92 .64(.60) .29
Prosocial behaviour -.88(.62) .16 .07(.56) .90
Note. Values given are B estimates (SE = standard error), except for Δ = Difference of the mean 
scores between two assessment times. C= Comparison group; I= Intervention group; T1= 6-8 weeks, 
T2 = 3-4 months, T3 = 6-7 months, T4 = 9-10 months; T5 = 12-13 months; a Adjusted for location; b 
Adjusted for age child, time of admission and a behavior disorder on AXIS I; **p <.05**;p <.01.
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between assessment times, for the EUQ as well as for the FEQ, no significant interac-
tion effects were found. 
As a result of the difference between the two groups, the multilevel analyses on the 
SDQ were additionally adjusted for treatment length and a behavior disorder classifi-
cation. As can be seen in the lower part of Table 4, most multilevel analyses with SDQ’ 
reports did not result in significant changes in symptoms over the course of treatment 
on the different subscales. The only exception was a significant decrease of hyper-
activity problems in the experimental group compared to the comparison group (SDQ, 
hyperactivity scale: B = -1.38; SE = .55; p = .01) according to caregivers’ reports. 
DISCUSSION
A growing body of research emphasizes the parent alliance as a crucial concept in 
treatment effectiveness for children. Especially in a semi-residential setting, invest-
ment in a strong therapeutic alliance with parents is valued by clinicians and is seen 
as an important factor to improve treatment. However, to our knowledge, there are 
no scientific guidelines for treatment team members to learn how to strengthen par-
ent-team alliances. For this purpose, we derived parent-team alliance-building strat-
egies from the literature and investigated their effectiveness in a semi-residential 
psychiatric setting. The main finding from this study is that structured investment of 
treatment team members in the parent-team alliance in children’s semi-residential 
treatment was effective in enhancing the strength of this alliance. Longitudinal as-
sessments of both the caregivers’ and the clinical psychologist’ perspectives showed 
this effect. However, the developmental pattern of the strength of the alliance did not 
differ between treatment conditions. A significant effect of the alliance intervention 
was found on diminishing child’s hyperactive behavior. In child (semi) residential li-
terature, qualitative published studies emphasize the importance of strengthening the 
parent-team alliance; now, this is additionally supported by preliminary quantitative 
results from the current study. 
Primary caregivers as well as the clinical psychologist value the strength of the par-
ent-team alliance significantly stronger after team members’ investment in alli-
ance-building strategies. Building an alliance with parents in a (semi) residential set-
ting can be quite challenging, due to possible feelings of tension and ambivalence 




rently, alliance-building strategies found to effectively strengthen therapeutic alliance 
in other treatment settings also effectively strengthen the parent-team alliance in a 
semi-residential setting. These effective strategies include partnership (Alexander & 
Dore, 1999), positive attributes (Ackerman & Hilsenroth, 2003) and explicit evaluation 
of the alliance (Whipple et al., 2003). If parents feel the treatment team is listening to 
them, they may be more incited to participate in their child’s treatment and may feel 
more responsible for the actual treatment result.  
Unique of this study is that the development of the parent-team alliance was longitu-
dinally evaluated during treatment. The pattern of the development of the therapeutic 
alliance was no different when comparing the comparison group and the experimen-
tal group. Apparently, the alliance scores are just overall higher for the experimental 
group than for the comparison group and increase both gradually. In retrospect, the 
alliance strategies are already intensively in effect before the child starts semi-resi-
dential treatment, so it is not surprising a difference was found from the beginning of 
treatment. Thus, strong alliance building with parents is essential from the beginning 
of treatment. 
A stronger parent alliance has been associated with better treatment outcomes in 
children’s residential treatment; therefore, strengthening parent alliance may improve 
effectivity of children’s semi-residential treatment. McLeod’s (2011) meta-analysis 
showed that the effect size of the alliance-outcome association in outpatient treat-
ment was practically identical for the youth alliance and the parent alliance, indica-
ting both relationships play a crucial role for improving treatments. Caregiver reported 
hyperactivity problems decreased significantly in our experimental group. In addition, 
although not significant, group workers reports of conduct symptoms in the experi-
mental group were lower than in the comparison group. There was no treatment ef-
fect on the internalising symptoms, peer problems or prosocial behaviour of the child. 
However, as the parent alliance has been repeatedly and mostly associated in the 
literature with a decrease of externalising symptoms (Green et al., 2001; Hawley & 
Garland, 2008), it is promising that strengthening parent alliance leads to a significant 
improvement of the child’s hyperactive symptoms according to caregivers.
This exploratory systemic evaluation, done in the complex setting of semi-residen-
tial psychiatry, has some limitations, which requires cautious interpretation of results. 
Firstly, the sample size of both treatment conditions was relatively small. Repeated 
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measuring and different reporters strengthened the design, warranting notwithstan-
ding tentative conclusions of significant changes. Secondly, one case manager, who 
was also the one implementing the alliance strategies, reported on the parent alliance, 
so one cannot assume those alliance ratings were fully independent or not biased. The 
increased strength of the alliance in the experimental group may be the result of an 
enthusiastic attitude towards the alliance strengthening strategies. Thirdly, although 
a high number of children with a classification of ASS is quite common in semi-resi-
dential treatment in The Netherlands (De Jonge et al., 2003), this should be taken into 
account when generalizing these findings to other semi-residential settings. Finally, 
some factors complicated the treatment integrity procedures like (a) no specific treat-
ment was evaluated; but therapeutic strategies added to (semi) residential treatment 
of children and (b) the adherence and competence of not one therapist but that of a 
whole treatment team was assessed. Maybe, as a result, a relatively low inter rater 
agreement score was reached. However, given the generally low rate of incorporating 
treatment integrity assessment in intervention research; the current effort to imple-
ment integrity procedures is a strength of this study (Perepletchikova, Treat, & Kazdin, 
2007; Weisz, Doss, & Hawley, 2005). 
In the youth alliance literature, it remains relatively unknown how the parent alliance 
could be effectively strengthened. This is the first study that contributes to the deve-
lopment of clinical practices for clinicians to strengthen the parent alliance. Parents 
of a child with complex psychiatric disorders deserve intensively structured attention 





Empathy and understanding questionnaire
For all the questions there are four possible response categories. You can check off the 
answer in the little box that fits best with what you think. Thank you for your cooper-
ation and time.
What effect do you think that the treatment program will have on your child?
I think that all the problems that we experience will be completely solved.
I think that it will help deal with many of the problems that we experience.
I don’t think that it will help much in solving the problems that we experience.
I think that it is a complete waste of our time and that it won’t help.
Do you think that the treatment staff/clinicians listen well to what you have to say 
during the treatment sessions?
They have already decided what they are going to do and don’t listen at all.
They try to listen to our opinion, but don’t spend much time on it or pay attention to it.
They recognize the importance of our opinion and listen to it.
The entire treatment is adapted to or has taken our ideas into consideration and the 
clinician always listens attentively to it.
Do you think that the treatment team really understands what your family 
problems are and how difficult it is to deal with them?
No, they have no idea what it is like for us and they are not in a position to understand 
what problems we are dealing with. 
I think that they understand some problems but they don’t understand how difficult it 
is for us to deal with the problems.
I think that they have a correct idea or understanding of the problems we are dealing 
with and that they understand most of our problems.
Yes, I think that they understand exactly what our problems are just as well or even 
better than we can.
How do you think that the treatment team views you and your child?
I think that they see us as just another “file” number. They don’t really care about us 
and don’t try to get to know us as people. 
I think that they try a little to get to know us so the therapy may go smoother, but I 
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don’t think that they really care about us as people.
I think that they are friendly towards us as people. I think that they care about all their 
clients.
I think that the team has built a close bond with us. I think that they do all they can to 
help us. 
How important and involved are you in the treatment program that is given to your 
child?
I think that I am the most important person. The clinicians are there, for the most part, 
to help me work together with my family. 
My entire family is important in the collaboration with the team. I am committed to 
really help and do my part. 
I am, for the most part, told what I should do by the clinician. I am only asked to partic-
ipate at certain moments and my ideas and opinions aren’t that important.
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SUMMARY AND GENERAL DISCUSSION
For decades, the parent-team therapeutic alliance is considered clinically crucial for 
child (semi-) residential treatment outcomes (Christ & Griffiths, 1965; Gross & Goldin, 
2008; Kroll & Green, 1997; Scharer, 1999). Although some studies underscored the 
importance of parent-team alliance in this setting (Green et al., 2007; Kabuth et al., 
2005), to date research has been marginal (Elvins & Green, 2008). This is in contrast 
to adult and youth outpatient studies, in which therapeutic alliance is one of the most 
widely researched treatment topics (Horvath et al., 2011; McLeod, 2011). In the light of 
current tendency to focus on evidence based outpatient treatments and effectively 
shorten and diminish (semi-) residential treatment, it is essential that the knowledge of 
effective treatment factors in (semi-) residential settings is expanded. The therapeutic 
contact of treatment team members with parents of the admitted child is a promising 
process factor. A recent meta-analysis showed that the effect size of the alliance-out-
come association was practically identical for the youth alliance and parent alliance 
in an outpatient psychotherapy setting (McLeod, 2011). Descriptive literature pointed 
out that a (semi-) residential treatment setting brings along extra challenges to build 
strong parent-team alliances (Gross & Goldin, 2008). In order for clinical practice to 
benefit more from empirical research in their task to effectuate child (semi-) residential 
treatment, this thesis was conducted. Goal of this thesis is threefold: (1) Development 
of assessment strategies (instruments) for the parent-team alliance; (2) Investigation 
of the longitudinal relation between the parent-team alliance and treatment outcome 
and (3) Exploring the effect of strengthening the parent-team alliance. This final chap-
ter summarizes the key findings presented in this thesis and provides a discussion 
with clinical implications of the findings, strength and limits and recommendations for 
future research.    
Summary of key findings
In Chapter 1 and 2 of this thesis assessment strategies of the parent-team alliance in a 
(semi-) residential setting were studied. Unique regarding the measurement of the par-
ent-team alliance in a semi-residential setting is the assessment of multiple interper-
sonal processes as parents have to deal with a team of different health professionals. 
Specifically developed for this setting of (semi-) residential psychiatry is The Family 
Engagement Questionnaire (FEQ), which was translated and consequently described 
and psychometrically examined in Chapter 1. The FEQ assesses both the parent and 
the child alliance from the team’s perspective, taking into account the child’s alliance 
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with peers and the therapeutic climate on the ward. After a thorough translation and 
adaptation to the Dutch language, results of an explorative factor analysis showed 
remarkable similar factors as conceptualized by Kroll and Green in 1997. In correspond-
ence with Hougaards’ theory (1994) a ‘youth task alliance’ and ‘youth personal al-
liance’ were identified, together with a general ‘parent alliance scale’. For the youth 
alliance scales internal consistency and validity were acceptable. However, in contrast 
with Kroll and Green’s (1997) study, the parent alliance’s indices were close to accept-
able for case managers reports, but not for parent counselor reports. Low agreement 
was found between two different health professionals of the treatment team, especial-
ly on ‘personal alliance’ aspects, indicating the necessity of an assessment strategy 
with multiple informants.  
As the focus of this thesis is the parent-team alliance, a more thorough conceptualiza-
tion and psychometrically sound assessment of this construct still needed to be deve-
loped. Therefore, in Chapter 2 a widely used alliance instrument, namely the Working 
Alliance Inventory- Short Version, is adjusted and psychometrically examined. The 
instrument is based on Bordin’s (1979) theory of a bond, task and goal alliance, and 
was adjusted to assess routinely the parent-team alliance from the team members’ 
as well as the parents’ perspective. Confirmatory factor analyses resulted in the same 
three factors (Bond, Task and Goal) for the teams’ version of the WAV-12R. For the 
parents’ version, however, an adjusted model showed a good fit containing an insight, 
bond and working (combined Task/ Goals) scale. In line with earlier research (Tracey 
& Kokotovic, 1989; Vertommen & Vervaeke, 1996), the subscales proved to be reliable 
and valid, suggesting that the WAV-12R is a solid instrument to routinely measure the 
parent-treatment team alliance. 
From the third chapter onwards, studies were based on the routine assessment of al-
liance and outcome factors, referred to as Routine Outcome Monitoring (ROM). ROM 
might be especially beneficial for the (semi-) residential setting as it might provide: 
1. longitudinal data on complete samples and 2. useful clinical feedback. The imple-
mentation of ROM in a (semi-) residential setting is, however, more complicated than 
in an outpatient setting, due to multiple participants and variable treatment content. 
Therefore, chapter 3 describes the use of a ROM system in a (semi-) residential set-
ting, implemented without the integration of explicit feedback. As earlier research has 
shown a low engagement of parents during ROM (Batty et al., 2013; Hall et al., 2014; 
Hall et al., 2013), this study tried to identify variables at the start of treatment, which 
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predict low completion rates of questionnaires by parents. A ROM system with multi-
ple informants (parents, case managers, parent counselors, teachers and group work-
ers) and multiple questionnaires (alliance and outcome questionnaires) completed 
with three month intervals resulted in high completion rates of 83% by clinicians and 
77% by parents. Factors identified at the start of treatment, which predicted low com-
pletion of questionnaires by parents, were a high comorbidity on AXIS 1 of the child, 
single parenthood of parents, a higher education level of parents and a weaker alliance 
regarding goal setting according to the case manager. 
Based on the ROM longitudinal data, Chapter 4 investigates more in-depth the rela-
tionship between the parent-team alliance, parental stress and child’s symptoms. Hy-
pothesized was an interconnectedness between these factors as well as that a positive 
change in the parent-team alliance would precede a positive change in parental stress 
and child’s symptoms. The central role played by the parent-team alliance in child 
(semi-) residential treatment is underlined by the results. The study reported a sig-
nificant longitudinal connection between a strong parent-team alliance, low levels of 
parental stress and decreased child symptoms. Furthermore, change in parent-team 
alliance between assessment times was significantly associated with change in the 
child’s symptoms. Our hypothesis that a positive change in the parent-team alliance 
would precede child’s symptom improvement later on was confirmed. However, im-
proved parent-team alliance did not precede low parental stress. The finding that the 
strength of the parent-team alliance drives child’s symptom improvement, has sub-
stantial clinical relevance. 
As a change in the parent-team alliance influences parental stress levels and even 
preceded child’s symptom change, it is worthwhile to examine the effect of streng-
thening the parent-team alliance. In Chapter 5, the parent-team alliance and child’s 
symptoms were longitudinally investigated while team members invested in alliance 
strengthening strategies. Approximately half of the children received care as usual 
(comparison group) and the other half were followed after alliance strengthening strat-
egies were applied (experimental group). The parent-team alliance was significantly 
stronger and child’s hyperactivity symptoms were significantly less in the experimen-
tal group. Alliance strengthening strategies, such as partnership, positive attributions 
and explicitly evaluating the alliance, are found to be an effective treatment element 
in (semi-) residential psychiatry.
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General discussion and clinical implications
Assessment strategies (instruments) for the parent-team alliance. Both the translat-
ed FEQ and the adjusted WAV-12R aim to assess the therapeutic alliance between 
a whole treatment team and both parents, which is unique, as earlier youth alliance 
instruments measure only a one on one therapeutic alliance (Accurso et al., 2013; Fjer-
mestad et al., 2012; Hawley & Garland, 2008). Measuring the parent-team alliance 
in the specific setting of child (semi-) residential psychiatry, asks for suitable alliance 
instruments instead of classical instruments (Blais, 2004; Catty et al., 2012; Munder et 
al., 2010). Different health professionals with variable therapeutic roles and two par-
ents are involved in (semi-) residential treatment instead of just one, which influences 
how the alliance is perceived and measured. Single dyad therapeutic alliance should 
not be studied in isolation in a (semi-) residential setting; instead the multiple, inter-
connected and sometimes competing alliances between participants must be taken 
into account. 
Next to the shared advantage of both instruments, they complement each other as 
each measures unique aspects of the parent-team therapeutic alliance. The FEQ takes 
into account the specific therapeutic setting and the interconnectedness of youth and 
parent alliances, punctuating the personal bond aspect of the parent-team alliance. 
The WAV-12R, zooms in on the different components of the parent-treatment team al-
liance integrating ‘bond’, ‘insight’, ‘goal’ and ‘task’ components, without an explicit fo-
cus on the setting. In contrast to the FEQ, which only can be used in a (semi-) residential 
group setting, the WAV-12R can be used in other outpatient treatment settings involv-
ing a treatment team. Furthermore, the parents’ as well as treatment team members’ 
perspective are incorporated in the WAV-12R, while the FEQ assesses the treatment 
team members’ perspective only. In sum, the FEQ and WAV-12R cover together a wide 
range of underlying concepts to assess the parent-team alliance in a (semi-) residen-
tial setting integrating different perspectives.  
 When combining the results of the first two psychometric studies, the optimal assess-
ment strategy for the parent-team alliance in (semi-) residential psychiatric research 
should contain multiple informants. The finding that two treatment team members 
have a low agreement on the FEQ and that factors differed across informants of the 
WAV-12R, underscores that different participants have unique views on the same al-
liance. This finding is in line with adult inpatient research which indicated an absence 
of congruence among the different disciplines’ perceptions on the therapeutic alliance 
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(Gallop et al., 1994). This thesis did not investigate how the perspectives on the alli-
ance differed and how these can be interpreted. Different perspectives on the same 
parent-team alliance could, however, also indicate a disadvantage of measuring the 
alliance of a whole treatment team with two parents as aimed by the FEQ and WAV-
12R. Interpersonal processes between multiple participants might be too complicated 
to be captured in one single instrument causing a slight unreliability in measurement. 
Nonetheless, the FEQ and WAV-12R offer a substantial opportunity to assess the par-
ent-team alliance between a whole team and parents in a complex clinical setting.
An important clinical implication of our results is that treatment team members are 
encouraged to explicitly reflect on the parent-team alliance, instead of viewing it as an 
implicit common process factor in therapy (Karver et al., 2005; Wampold, 2005). Espe-
cially in (semi-) residential settings this might be beneficial as multiple participants are 
involved and multiple therapeutic alliances are formed. The therapeutic alliance should 
be a standard subject on the agenda while evaluating the treatment plan. To support 
team members and parents in the explicit communication about the parent-team al-
liance, the WAV-12R is a useful clinical tool to routinely monitor the therapeutic al-
liance. Feedback about the scores on the WAV-12R provides structured information 
about the different aspects of the parent-team alliance to the participants. Although 
some researchers pleaded to use alliance instruments to inform clinicians (Bickman 
et al., 2011; van Sonsbeek et al., 2014), in this thesis is recommended to use the WAV-
12R to simultaneously inform parents and team members. In this way, parents are 
also given the chance to reflect on the parent-team alliance and to undertake steps in 
strengthening it. Not only clinicians, but also parents acknowledge the importance of 
a strong parent-team alliance for treatment results (Scharer, 2002). 
Investigation of the longitudinal relation between the parent-team alliance and treat-
ment outcome. A new opportunity to expand the scarce literature in (semi-) residential 
settings, to overcome methodological challenges typical for this setting and to provide 
clinical tool, is the implementation of Routine Outcome Monitoring. Earlier outpatient 
studies pointed out a low questionnaire completion by parents as a hindrance during 
ROM implementation (Batty et al., 2013; Hall et al., 2014; Hall et al., 2013). This might 
be even more the case in (semi-) residential units where parents already experience 
higher stress levels due to their child’s admission. Remarkably, while we expected a 
lower completion of questionnaires by parents compared to clinicians, the difference in 
our study was only marginal (77 vs 83%). The reason for both relative high completion 
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rates is most likely the substantial attention from the helpdesk and administrative 
support for participants. The incorporation of a feedback system on ROM assessments 
during treatment might even further optimize clinical benefits and encourage com-
pletion rates. When implementation of ROM includes benchmarking goals only, with 
start and end assessments, clinicians, youth and parents don’t experience benefits 
(Delespaul, 2015). As a result response rates are expected to be much lower. The imple-
mentation strategy used in our study with substantial administrative and electronic 
support and a clinical focus, may set the stage for a more widespread integration of 
ROM systems in (semi-) residential psychiatry. 
When implementing ROM on a broader (institute) level, achieving high questionnaire 
completion rates remains a challenge. Policy makers, researchers and team members 
could, therefore, benefit from our results regarding factors at the start of treatment 
which predicted a low completion of questionnaires by parents. These involved a high 
comorbidity on AXIS 1 of the child, single parenthood of parents, a higher education 
level of parents and a weaker alliance regarding goal setting according to the case 
manager. Apparently, parental stress at start did not influence low completion of 
questionnaires by parents, which might be the result of parents overall willingness to 
contribute to the child’s treatment process. Alertness should be created among clini-
cians during parents’ ROM assessments, on the significant predictive factors prevent-
ing low completion of questionnaires. Our ROM implementation study, together with 
recent studies of Hall and colleagues (Hall et al., 2014; 2013), provide specific guide-
lines for clinical practice, which make ROM feasible and beneficial for youth, parents 
and team members. 
Implementation of ROM in complex treatment settings is worthwhile, as can be seen 
in the in-depth findings about the longitudinal interconnectedness of treatment con-
structs in Chapter 5. While methodological challenges contribute to the scarce research 
in (semi-) residential settings (Elvins & Green, 2008), our study introduces ROM as a 
sound method to examine longitudinally (semi-) residential treatment factors. Results 
showed a meaningful interplay between the parent-team alliance, parental stress 
and child’s symptoms during the child’s (semi-) residential treatment. Descriptive and 
qualitative studies showed that parents of an admitted child can experience complex 
emotions (Geraghty et al., 2011; Gross & Goldin, 2008; Scharer, 1999) and that they are 
often disappointed in the way the treatment team collaborates with them (Scharer, 
2000). Our longitudinal empirical findings support this interconnectedness between 
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high parental stress levels and a less strong parent-team alliance. A clinical effort is 
needed of treatment team members to be sensitive and responsive to emotions of 
parents during the admission of their child. Remarkably, our expectation, that a po-
sitive change in parent-team alliance would precede a positive change in stress levels, 
was not confirmed. A change in externalizing symptoms of the child was, however, re-
lated to a change in parental stress levels. This suggests that regarding parental stress 
treatment teams’ investment in reducing child’s externalizing symptoms is important.
Our hypothesis was confirmed that a positive change in the parent-team alliance 
precedes a later positive change in child’s symptoms and not the other way around. 
This finding underlines the crucial role of the parent-team alliance as an effective 
treatment factor which should receive continuous clinical attention. The current trend 
focuses on evidence based treatments in outpatient settings (Weisz et al., 2005) and 
diminishing (semi-) residential settings (James et al., 2006). Our results suggest a shift 
in focus from evidence based modules to effective process factors in (semi-) residential 
settings. 
Exploring the effect of strengthening the parent-team alliance. The next important 
step was to examine how strengthening the therapeutic alliance between parents and 
treatment team members influences (semi-) residential treatment outcome. Descrip-
tive literature broadly described the dynamics and challenges of forming a strong 
parent-team alliance in (semi-) residential psychiatry (Gross & Goldin, 2008; Scharer, 
1999, 2000). Specific alliance strengthening strategies could be delineated from this 
literature, such as partnership with parents in treatment design and evaluation, pos-
itive attributions of parents and explicitly evaluating the parent-team alliance. These 
alliance strategies were implemented additionally to the regular treatment program in 
the semi- residential units. Despite a comprehensive protocolled training, a high inter 
rater agreement score on integrity procedures to the use and competence of these al-
liance building strategies was not achieved. An explanation might be that the strate-
gies were added to a comprehensive treatment program and applied by a whole team, 
which makes assessment of the implementation of alliance strategies complicated. 
Further, the strategies were chosen to strengthening the bond, task and goal aspect 
of the therapeutic alliance (Bordin, 1979). Less attention was given in the protocolled 
alliance training to handle specific alliance ruptures (Eubanks-Carter, Muran, & Safran, 
2015). Though the focus on strengthening the alliance may prevent alliance ruptures, 
it is assumed that alliance ruptures are unavoidable in (semi-) residential treatment 
(Kroll & Green, 1997).    
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Nonetheless, the development of the parent-team alliance and the reduction of child’s 
hyperactivity symptoms during the child’s semi-residential treatment were signifi-
cantly more positive for the experimental group. From the start on and throughout the 
treatment, the parent-team alliance was rated significantly stronger by both parents 
and the clinical psychologist in the trained group. With regard to the child’s symptoms, 
the hyperactivity scale only, showed a significant difference between the comparison 
and experimental group. This is, however, a result of clinical significance, as former 
research consistently showed a relation between therapeutic alliance and child’s ex-
ternalizing problems (Green et al., 2007; Kazdin et al., 2005; Shirk & Karver, 2003) 
and children with externalizing problems are often prominently represented in (semi-) 
residential care. Thus, a structured investment of treatment team members is likely to 
pay off in a more effective semi-residential treatment environment for the child. Given 
the stressful emotions parents can experience during the admission of their child (Ger-
aghty et al., 2011) and the complex dynamics of parallel processes that exists (Gross & 
Goldin, 2008), treatment team members need structured strategies to handle the par-
ent-team alliance. A strong parent-team alliance contributes to a strong investment 
of parents in their child’s treatment and in a quick recovery of the home-environment. 
Strengths and limitations
To our knowledge, this is the first study that longitudinally investigates the par-
ent-team alliance-outcome relation and tried to strengthen the parent-team alliance. 
As seen in the discussion above, findings of this study provide clinical guidelines to 
improve the effectiveness of (semi-) residential treatment. Another strength is that it 
was conducted in the complex setting of child (semi-) residential psychiatry, in which 
empirical research to effective treatment elements is scarce (Green et al., 2007). This 
study suggests that measurement of alliance and outcome from multiple perspectives 
and with multiple assessments is possible and useful. The multilevel analyses con-
ducted in the last three studies provided a thorough statistic method, which took into 
account the variable treatment lengths, the independency of assessment times and 
the reports of multiple informants. Notwithstanding, in order to interpret the results of 
this thesis, some limitations with regard to the study design and methods, should be 
taken into account.
Our study was based on one institution for child and adolescent psychiatry in The 
Netherlands with only a limited sample size. Therefore, it is unknown if factors specific 
to this institute or to the treatment teams involved, had an influence on the presented 
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results. Although the institute is one of the few that offer (semi-) residential psychiatric 
treatment in The Netherlands and other institutes follow similar treatment methods, 
generalization of our results is unknown. Another factor complicating generalization, 
is that our main sample consisted predominantly (70%) of children with a disorder in 
the autistic spectrum. It is unclear if our findings also account for other patient groups 
in (semi-) residential psychiatry that differ in age, informants, treatment contents and 
psychopathologies.
Another limitation of this study is that we mainly looked at the parent-team alliance, 
and not to factors that might or have shown to be influencing this alliance. These in-
volve: (1) child factors, such as the severity and complexity of the disorder, the relation-
ship of the child with the parent, motivation for treatment etc.; (2) parent factors, such 
as their attachment history, expectation of the treatment, motivation for treatment, 
satisfaction with treatment, attendance to parental sessions etc.; (3) treatment team 
members factors, such as group climate, alliances between team members, self-reflec-
tion and treatment skills etc. and (4) organization factors, such as leaderships skills, 
treatment policy, absenteeism etc. Empowering parents can only be accomplished, if 
treatment team members are themselves empowered (Allen & Warzak, 2000). In addi-
tion, there is a strong interconnectedness between the multiple therapeutic alliances in 
(semi-) residential psychiatry (Kroll & Green, 1997) and perspectives on these alliances 
differ. Although optimal, it is almost impossible to capture all these important allian-
ces and perspectives in one single study.    
Last, a randomized controlled trial would have been preferred to evaluate the effec-
tiveness of an important treatment factor like strengthening the parent-team alliance. 
The severity of patients’ disorders and their often urgent need for hospitalization made 
randomising into groups both practically and ethically difficult. In addition, randomiz-
ing children on the same unit would undoubtedly have resulted in mutual influenc-
ing effects between treatments. Our AB design offered the possibility to compare two 
groups with a slightly different treatment. However, a pitfall concerns time aspects 
influencing our findings. In the time period from June 2011 until December 2012, the 
institute had to reduce units and shorten treatment lengths, which resulted most like-
ly in significantly shorter treatment lengths in the experimental group. Furthermore, 
we cannot be certain if the team members also promoted the parent-team alliance 




Summary and general discussion
Recommendations for future research
To confirm our conclusions regarding the parent-team alliance as an effective and 
strengthening process factor in semi-residential psychiatry, it is recommended to per-
form a multi-center research with more (semi-) residential units with differentiated 
psychopathology and more treatment teams. This way, comparison can be made be-
tween semi-residential and residential treatment, between treatment teams, between 
different groups of psychopathology and between age groups. Furthermore, to ex-
amine even more thorough the effectiveness of the alliance strengthening strategies, 
randomization on unit level is recommended.
This thesis stated that, especially in (semi-) residential settings, the development of 
the parent-team alliance is interconnected with the development of the child-alliance. 
Thus, ideally, future alliance studies should include the child and parent alliance si-
multaneously. An important task for future research is to longitudinally investigate 
the child and parent alliance in a (semi-) residential setting in relation to outcome 
factors. Both the child and the parents should then be involved as informants to create 
insight in the child and parent alliance (Zack et al., 2007). In addition, alliance building 
strategies could be developed for the child-parent-team alliance, instead of only for 
the parent-team alliance. Especially for adolescents, the quality of the youth thera-
peutic alliance is an important determinant of treatment drop-out (de Haan, Boon, de 
Jong, Hoeve, & Vermeiren, 2013; Hawley & Weisz, 2005). Forming a strong therapeutic 
alliance with youth is more hindered in (semi-) residential treatment compared to out-
patient treatment, as youth are often more resistant to treatment and less motivated 
(Byers & Lutz, 2015). Strengthening the youth-parent-team alliance might have even 
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De samenwerking tussen ouders en behandelteams, beïnvloedt de behandeluitkom-
sten van een kinderpsychiatrische (dag)kliniek. Vandaar het belang van investering in 
deze samenwerking. In de onderzoeksliteratuur wordt samenwerking binnen een be-
handeltraject de ‘therapeutische alliantie’ genoemd. Dit is het wederzijdse opbouwen 
van een affectieve band tussen de behandelaar en cliënt, van overeenstemming in 
taken en gezamenlijke doelen. De therapeutische alliantie is de best voorspellende 
factor voor behandeluitkomsten gedurende ambulante psychotherapie. Een sterke 
therapeutische alliantie opbouwen en onderhouden is echter complexer in een kinder-
psychiatrische (dag)kliniek. De alliantie betreft hier niet een één op één relatie, doch 
het hele behandelteam bouwt een alliantie met het kind en met ouders. Ervaring in de 
klinische praktijk leert dat juist de kwaliteit van de ouder-team alliantie gedurende de 
(dag)klinische behandeling een effectieve behandeling van de psychiatrische proble-
matiek van het kind in de weg staat of bespoedigt. De behandelverantwoordelijke van 
de kinderkliniek bij Curium-LUMC, waar het onderzoek in dit proefschrift heeft plaats-
gevonden, illustreert dit met de volgende praktijkvoorbeelden: 
Praktijkvoorbeeld 1
Martijn wordt aangemeld bij de dagbehandeling met de volgende klachten: snel over-
prikkeld, onverwachte stemmingswisselingen, oppositie en ontsporing op school. Thuis 
heeft hij last van extreme driftbuien. Al voor de opname wordt ouderbegeleiding, medi-
catie, en intensieve psychiatrische thuiszorg ingezet om een klinische opname te voor-
komen. Ouders zijn beiden hoog opgeleid. Tijdens de dagklinische behandeling blijkt 
dat ouders van Martijn veel onrust oproepen binnen het team. Ouders hebben een 
mening over de aanpak in de klas, de groep, de hoeveelheid medicatie en zetten hun 
hakken in het zand bij elke suggestie vanuit het team. Het team ervaart dit als belem-
merend en diskwalificerend. Ouders en het team voelen zich beiden niet erkend in hun 
deskundigheid en er ontstaat een steeds grotere kloof. 
Praktijkvoorbeeld 2
Femke is een meisje dat regelmatig oppositioneel, bizar en oninvoelbaar gedrag ver-
toont. Ze toont zich sociaal emotioneel veel jonger dan ze is. Wanneer de structuur en de 
verwachtingen duidelijk zijn, kan ze zich echter keurig gedragen. Femke groeit op in een 




tot een adequaat opvoedingsklimaat. Echter, ouders bagatelliseren het probleemge-
drag. Moeder geeft aan dat het thuis best nog gaat en vader herkent wat trekken van 
zichzelf. Al snel ontstaat er een splitsing tussen het team en de ouderbegeleider, waarbij 
de groep klaagt over de inadequate aanpak van ouders, en de ouderbegeleider wel de-
gelijk vooruitgang ziet in de acceptatie en motivatie bij ouders. 
Onderzoeksliteratuur bevestigt dat er een relatie is tussen de ouder-behandelaar al-
liantie en behandeluitkomsten. Deze relatie is zelfs even sterk als die tussen kind-be-
handelaar alliantie en behandeluitkomsten. Het is opmerkelijk dat de ouder-team alli-
antie in de kinderpsychiatrische dagkliniek tot nu toe weinig aandacht heeft gekregen. 
Deze intensieve setting vraagt namelijk veel van ouders, aangezien het kind switcht 
tussen de thuissituatie en de behandelingsetting. Zowel de praktijk als de onderzoeks-
literatuur toont de cruciale rol van de ouder-behandelaar relatie voor de continuering 
en het succes van behandeling. In dit proefschrift wordt daarom een focus gelegd op 
de ouder-team therapeutische alliantie in de kinderpsychiatrische dagkliniek.  
 
De wijze waarop ouders worden betrokken bij de (dag)opname van hun kind in de kin-
der- en jeugdpsychiatrie is over de jaren heen sterk veranderd. In de jaren negentig 
werden ouders minder betrokken bij de behandeling en was deze voornamelijk gericht 
op het kind. Tot begin 2000 mochten in vele kinderpsychiatrische instellingen ouders 
hun kinderen de eerste weken van een opname niet zien. De gedachte was dat sepa-
ratie van het kind van de ouders nodig was om zo interactiepatronen te doorbreken. 
Ouders werden vaak als mede verantwoordelijk gezien voor de problemen van het kind. 
Er werd uitgegaan van een model waar het behandelteam de volledige autoriteit had 
over de behandeling van het kind. Tegenwoordig worden ouders vanaf de start van 
opname met regelmaat gezien voor ouderbegeleiding en krijgen ze een oudertraining 
aangeboden. Ouders worden intensief betrokken bij besluitvorming en actief ingezet 
ten behoeve van de behandeling. De autoriteit over de behandeling van het kind wordt 
gedeeld tussen meerdere partijen, namelijk ouders, leerkrachten, sociotherapeuten etc. 
Ondanks deze positieve ontwikkeling van intensieve deelname van ouders aan (dag)
klinische behandeling, staat de ouder-team alliantie vaak onder druk gedurende op-
name. Mogelijk komen behandelteams juist voor meer uitdagingen te staan, omdat ze 
naast het kind, nu ook intensief met ouders samenwerken. Ouders bevinden zich in een 
kwetsbare positie tijdens de opname, aangezien er vaak een hulpverleningsgeschiede-
nis met teleurstellingen aan de opname vooraf gaat, waarna de ouders de zorg voor 




ouder-team alliantie als therapeutisch instrument meer te benutten om verandering 
bij kinderen te bewerkstelligen. 
De ouder-team alliantie verandert gedurende de behandeling, aangezien deze beïn-
vloedt wordt door verschillende factoren, zoals door symptoomverbetering bij het kind, 
door ouderlijke stress of andere onverwachte gebeurtenissen. Om de ouder-team alli-
antie goed in kaart te brengen, is het daarom van belang om op meerdere momenten 
tijdens de behandeling van het kind te meten. Het routinematig meten en monito-
ren van behandeluitkomsten heeft de laatste jaren veel aandacht gekregen en wordt 
‘Routine Outcome Monitoring (ROM)’ genoemd. ROM biedt de mogelijkheid om van 
grote groepen verschillende gegevens te verzamelen over de tijd. Onderzoek in de vol-
wassenenzorg heeft aangetoond dat het meten en terugkoppelen van verandering in 
symptomen en therapeutische alliantie, de behandelvooruitgang bevordert. Het effect 
van het versterken van de therapeutische alliantie middels strategieën is wetenschap-
pelijk onderzocht voor zowel volwassenen als kinderen. Therapeutische strategieën zo-
als cliënten aanmoedigen om feedback te geven over het therapeutisch proces, blijkt 
de effectiviteit van de behandeling te versterken. Dit is echter nog niet onderzocht voor 
de ouder-team alliantie tijdens dagklinische opnames van kinderen. Kinderen en hun 
ouders profiteren mogelijk meer van (dag) klinische behandeling door een gestructu-
reerde investering en een voortdurende monitoring van de ouder-team alliantie in de 
kinderpsychiatrische dagkliniek.
Doel van dit proefschrift is driedelig: 1) Ontwikkeling van strategieën (instrumenten) om 
betrouwbaar en valide de ouder-team alliantie te meten en te monitoren in een (dag)
klinische setting voor kinderpsychiatrie, 2) De longitudinale relatie onderzoeken tussen 
de ouder-team alliantie, ouderlijke stress en symptomen bij het kind, en 3) Onderzoe-
ken of het mogelijk is de ouder-team alliantie te versterken na de implementatie van 
alliantie versterkende strategieën. 
Opzet onderzoek 
ROM is geïmplementeerd op vijf dagklinische behandelgroepen voor kinderen binnen 
Curium-LUMC. In dit onderzoek zijn om de drie maanden vragenlijsten afgenomen bij 
beide ouders, sociotherapeuten, ouderbegeleiders en behandelverantwoordelijken. De 
vragenlijsten waren gericht op het meten van: de therapeutische alliantie tussen kind, 
ouders en behandelteams (vanuit het perspectief van moeder, vader, ouderbegelei-




functioneren van het kind (vanuit behandelverantwoordelijke) en de klinische sympto-
men bij het kind (vanuit vader, moeder en sociotherapeuten). Voorafgaand aan de op-
name is de Development and Well-Being Assessment (DAWBA) afgenomen, een semi-
gestructureerd interview om een DSM-IV classificatie te genereren. Een behandelgroep 
bestaat meestal uit zeven kinderen, waarbij sprake is van een psychiatrische classifi-
catie, die drie tot vijf dagen per week overdag aanwezig zijn. Op de groep hanteren so-
ciotherapeuten een therapeutisch behandelklimaat waarin zij het competentiemodel, 
geweldloos verzet en gedragstherapeutische technieken toepassen. Vanaf april 2011 
tot december 2012 zijn alle kinderen die opgenomen werden geïncludeerd in de studie, 
behalve één waarvan de ouders moeite hadden met de Nederlandse taal. De eerste 24 
kinderen werden geïncludeerd in een controlegroep. Daarna zijn teamleden getraind 
in alliantie versterkende strategieën. De hierna volgende 22 kinderen werden geïnclu-
deerd in de experimentele groep. De alliantieversterkende strategieën werden afgeleid 
uit de literatuur en uit klinische ervaring. Deze strategieën waren enerzijds praktisch 
van aard, namelijk ouders namen voortaan deel aan de vergadering en er vonden meer 
gesprekken plaats voor de start van de behandeling om gezamenlijk het behandelplan 
te ontwikkelen. Anderzijds waren ze therapeutisch van aard, namelijk ouder-team ge-
lijkwaardig partnerschap, positieve attributies over de ouders en expliciet monitoren, 
evalueren en bijsturen van de ouder-team alliantie. Op basis van een handleiding, met 
de theoretische achtergrond en klinische voorbeelden, werden teamleden getraind aan 
de hand van rollenspel en videomateriaal. Gedurende de behandeling werden video’s 
gemaakt tijdens vergaderingen met ouders en deze werden gescoord om behandelin-
tegriteit te meten. Behandelintegriteit is de mate waarin teamleden de handleiding 
volgden en de strategien competent toepasten. Voor het psychometrisch onderzoek 
naar de alliantie vragenlijsten hebben daarnaast nog 41 kinderen van andere (dag)
klinische groepen deelgenomen aan dit onderzoek.   
Resultaten
De twee eerste hoofdstukken van dit proefschrift focussen op het valide en betrouw-
baar meten van de ouder-team alliantie in de (dag)kliniek middels vragenlijsten (deel-
doel 1). 
De setting van de (dag)kliniek heeft unieke kenmerken zoals het groepsverband, ver-
schillende behandelactiviteiten en een multidisciplinair behandelteam. Vandaar dat 
de therapeutische alliantie hier niet gemeten kan worden met een standaard alliantie 




context vereist. De ‘Family Engagement Questionnaire (FEQ)’  is zo’n vragenlijst, aan-
gezien deze in Engeland specifiek voor de setting van de kinderkliniek is ontwikkeld. 
De vragenlijst bestaat uit 18 items met vier antwoordmogelijkheden en meet zowel de 
kind als de ouder alliantie met het behandelteam vanuit team perspectief. Het eerste 
hoofdstuk beschrijft hoe deze lijst is vertaald en is aangepast aan de Nederlandse taal 
en cultuur. Vervolgens is voor zowel de vragenlijsten ingevuld door ouderbegeleiders 
als door behandelverantwoordelijke een exploratieve factoranalyse uitgevoerd. Het re-
sultaat toonde dezelfde factoren zoals ook geconceptualiseerd door de oorspronkelijke 
ontwikkelaars van de lijst. Zowel bij de vragenlijsten van de ouderbegeleiders als van 
de behandelverantwoordelijken was er sprake van een persoonlijke kind alliantie, een 
taak kind alliantie en een ouderalliantie schaal. De interne consistentie en de construct 
validiteit was voor het merendeel van de schalen goed. Daarnaast is onderzocht in 
hoeverre ouderbegeleiders en behandelverantwoordelijke overeenkomen in hun beoor-
deling van de ouder-team alliantie. Er bleek in beperkte mate sprake van overeen-
komst, zeker wat betreft de persoonlijke alliantie van het team met kind en ouder. 
In Hoofdstuk 2 wordt een specifieke ouder-team alliantie lijst onderzocht, die ingevuld 
kan worden door zowel ouders als het team. Dit betreft een aangepaste versie van 
de Werk Alliantie Vragenlijst (WAV), de meest gebruikte alliantie vragenlijst in onder-
zoek bij volwassenen tijdens psychotherapie. Deze vragenlijst bevat 12 items, met vijf 
antwoordmogelijkheden, die zijn gebaseerd op drie elementen: persoonlijke band en 
overeenstemming in taken en in doelen. De WAV is wereldwijd veelvuldig en grondig 
psychometrisch onderzocht en valide en betrouwbaar bevonden. Door de korte vraag-
stelling en het gering aantal items leent de vragenlijst zich goed om te gebruiken voor 
het geroutineerd meten van de therapeutische alliantie. Eerst is de WAV aangepast om 
de therapeutische alliantie tussen ouders en behandelteams te meten in de kinderkli-
niek, vanuit zowel team als ouder perspectief. Daarna is met een confirmatieve facto-
ranalyse onderzocht of de drie elementen in beide versies terug te vinden zijn. Dit was 
het geval voor de versie van de behandelverantwoordelijke, maar niet voor ouders. Bij 
de ouderversie was de taak/doel schaal gecombineerd en werd een specifieke inzicht 
schaal gevonden bestaande uit twee vragen. Blijkbaar is voor ouders het hebben van 
een gedeelde visie op de problematiek en wijze van behandelen een belangrijk aspect 
van de therapeutische alliantie. Ook bij deze lijsten was er sprake van een goede vali-




Routine Outcome Monitoring (ROM) lijkt voor de dagkliniek een veelbelovende metho-
de om behandeluitkomsten longitudinaal in kaart te brengen en te monitoren (deeldoel 
2). Eerder ROM onderzoek in andere settingen toont echter dat de respons van ouders 
gedurende ROM laag kan zijn. De visie van ouders op de ontwikkeling van hun kind en 
op de behandeling is van belang voor clinici en onderzoekers. In het derde hoofdstuk 
wordt een ROM systeem beschreven dat is geïmplementeerd op vijf kinderpsychiatri-
sche dagklinieken. Daarna is onderzocht met een multilevel analyse of factoren bij de 
opname voorspellend zijn voor de respons van ouders. Het ROM systeem bestond uit 
driemaandelijkse metingen van: 1) Symptomen van het kind; 2) Functioneren van het 
kind; 3) Kind- en ouder alliantie, en 4) Ouderlijke stress. De lijsten werden ingevuld door 
beide ouders (indien mogelijk) en sociotherapeuten, ouderbegeleiders en behandelver-
antwoordelijken. Uit de resultaten bleek dat de ouders van de 46 kinderen 77 % van de 
aangeboden vragenlijsten hadden ingevuld. De teamleden hadden 83% van de lijsten 
ingevuld. Waarschijnlijk hebben de intensieve administratieve en helpdesk ondersteu-
ning bijgedragen aan de hogere respons ten opzichte van eerdere onderzoeken. Uit het 
resultaat van de multilevel analyse bleken de volgende factoren significant voorspel-
lend te zijn voor ouders die weinig vragenlijsten invulden of stopten na de eerste me-
tingen: 1) een hoge comorbiditeit op DSM AS I van het kind; 2) alleenstaande ouders; 
3) hoger opgeleide ouders en 4) een minder sterke ouder-team alliantie wat betreft de 
overeenkomst in doelen. 
In hoofdstuk 4 wordt op basis van de driemaandelijkse ROM metingen, vanuit het per-
spectief van beide ouders, de longitudinale relatie onderzocht tussen de ouder-team 
alliantie, ouderlijke stress en symptomen bij het kind. Het resultaat van een multilevel 
analyse bevestigde de verwachting dat deze factoren significant aan elkaar gerela-
teerd zijn gedurende de behandeling. Een sterke ouder-team alliantie was gerelateerd 
aan weinig stress van ouders en aan minder symptomen bij het kind. Vervolgens is er 
onderzocht met multilevel analyses of verandering tussen meetmomenten van de ene 
factor samenhangt met verandering van de andere factor. Dit bleek zo te zijn voor de 
ouder-team therapeutische alliantie en de symptomen van het kind. Tot slot is on-
derzocht of verandering tussen twee meetmomenten van een factor vooraf gaat aan 
verandering van een andere factor tussen twee latere meetmomenten. Een positieve 
ontwikkeling in de ouder-team alliantie ging vooraf aan een positieve ontwikkeling in 




De laatste studie van dit proefschrift beschrijft alliantieversterkende strategieën en de 
mate waarin deze effectief zijn in de dagkliniek (deeldoel 3). Om de behandelintegri-
teit vast te stellen, werden van de 46 cliënten 18 vergaderingen opgenomen op video. 
Hoewel de handleiding goed werd gevolgd, was de interrater betrouwbaarheid, over de 
scores van twee onafhankelijke psychologen, relatief laag. Multilevel analyses toon-
den aan dat er in de experimentele groep een significant sterkere ouder-team alliantie 
was dan in de controlegroep, die behandeling zoals gewoonlijk kregen. Dit werd aan-
getoond vanuit zowel het perspectief van de ouder als vanuit het perspectief van de 
behandelverantwoordelijke. De longitudinale ontwikkeling van de alliantie vanaf start 
tot het einde van de opname verschilde niet tussen beide groepen. De ouder-team al-
liantie was dus voor de experimentele groep over de gehele behandelduur sterker. Wat 
betreft symptomen bij het kind, gemeten vanuit het perspectief van de ouder, was er 
significant minder hyperactiviteit in de experimentele groep.  
Discussie en implicaties voor de klinische praktijk
De ‘therapeutische alliantie’ wordt wereldwijd gezien als een van de meest belangrijke 
behandelelementen voor positieve behandeluitkomsten. Vergeleken met de duizenden 
onderzoeken naar de volwassen-therapeut alliantie en tientallen naar de jeugd- the-
rapeut alliantie, is de ouder-team alliantie nog nauwelijks onderzocht. Juist in de kin-
derpsychiatrische (dag)kliniek lijkt de ouder-team alliantie een cruciale rol te hebben 
ten aanzien van behandeluitkomsten. Onderzoek naar effectieve elementen is voor 
deze setting essentieel, aangezien deze behandelvorm een van de meest intensieve 
en kostbare interventies betreft. Vandaar dat de studies in dit proefschrift een focus 
leggen op de ouder-team alliantie in de kinderpsychiatrische (dag)kliniek. 
Een belangrijke bevinding is dat de ouder-team alliantie betrouwbaar en valide te me-
ten is middels vragenlijsten, vanuit zowel team als ouder perspectief. De FEQ is een 
vragenlijst speciaal ontwikkeld is voor de specifieke setting van de (dag) kliniek, die 
zowel de kind-team als de ouder-team alliantie meet. De WAV-12R is een vragenlijst 
die zich volledig op de ouder-team alliantie focust en onderscheid maakt tussen ver-
schillende deelelementen van deze alliantie. Bovenal leent de WAV-12R zich uitstekend 
voor het routinematig monitoren van de ouder-team alliantie doordat de items kort 
geformuleerd zijn en het team en ouder perspectief wordt gemeten. Dat maakt beide 
vragenlijsten zowel uniek als complementair aan elkaar. Het bleek ook dat verschillen-
de disciplines uit een behandelteam de kwaliteit van de therapeutische alliantie met 




te reflecteren op de ouder-team alliantie.  Voor toekomstig onderzoek zou een volgen-
de stap kunnen zijn om het effect te onderzoeken van het geven van feedback over 
uitkomsten van routinemetingen met de WAV-12R aan ouders en teamleden. In de 
literatuur wordt ROM feedback voornamelijk aan de therapeut gegeven, terwijl ouders 
mogelijk een gevoel van gelijkwaardigheid ervaren wanneer ze ook feedback krijgen. 
Ouders willen graag investeren in de behandeling van hun kind en hebben concrete 
praktische handvaten nodig om dit vorm te geven.  
Daarnaast ondersteunen de resultaten vanuit dit promotie onderzoek de haalbaar-
heid en waarde van het gebruik van ROM in de (dag)kliniek. Zowel behandelteams 
als ouders kunnen gestimuleerd worden tot het invullen van vragenlijsten voor ROM. 
Hoewel ROM een investering vraagt, kan het uiteindelijk als klinisch hulpmiddel benut 
worden en kan het veel gegevens opleveren voor wetenschappelijk onderzoek. Weten-
schappelijk onderzoek naar factoren die effect bewerkstelligen in een kinderpsychia-
trische (dag)klinische setting is de laatste decennia nauwelijks tot stand gekomen. Dit 
is een gemis in deze tijden van transitie, waarin gevraagd wordt om deugdelijk weten-
schappelijk onderbouwd te werken. Er is een trend gaande van ambulantisering, waar-
bij kinderpsychiatrische (dag)klinische behandeling wordt teruggeschroefd. De klini-
sche praktijk toont dat deze intensieve behandelvorm voor een heel aantal kinderen 
onmisbaar is. De uitdaging ligt juist in het ontwikkelen van (dag) klinische behandeling 
aan de hand van wetenschappelijke bevindingen. ROM als integraal onderdeel van het 
behandelaanbod biedt de kans om behandeleffectiviteit snel in kaart te brengen, spe-
cifieke behandelelementen te onderzoeken om vervolgens behandeling aan te passen. 
Met behulp van ROM gegevens kon in dit proefschrift de ouder-team alliantie als suc-
cesfactor worden aangetoond. Een sterke ouder-team alliantie was gerelateerd aan 
minder stress van ouders. Daarnaast ging een positieve verandering in de ouder-team 
alliantie vooraf aan symptoomvermindering bij het kind. Hieruit blijkt dat de effecti-
viteit van dagklinische behandeling versterkt kan worden, door de ouder-team allian-
tie in te zetten als therapeutisch instrument. Hoewel er binnen kinderpsychiatrische 
instellingen veel aandacht is voor de ouder-team alliantie op de behandelgroepen, 
toont dit proefschrift het effect van een systematische investering hierin. De ouders en 
behandelverantwoordelijke van de experimentele groep rapporteerden vanaf de start 
van de behandeling een sterkere alliantie. Vaak wordt een kind opgenomen op de (dag)
kliniek na een of twee intakegesprekken. Dit onderzoek stimuleert om voorafgaand 




partnerschap en het gezamenlijk vormgeven van het behandelplan. Nadat de behan-
deling gestart is, nemen ouders deel aan de vergaderingen en wordt expliciet gereflec-
teerd op de ouder-team alliantie om deze zo nodig bij te sturen. Hoewel moeilijkhe-
den in de samenwerking onoverkomelijk zijn in de (dag) klinische praktijk, worden deze 
sneller overwonnen door je als team voor te nemen positieve attributies over ouders te 
hebben. Teamleden dienen uit te gaan van de krachten, mogelijkheden en oplossings-
vaardigheden van kind en ouders. Naast dat teamleden binnen de (dag) kliniek van 
Curium-LUMC zich enthousiast toonden over deze therapeutische strategieën, wordt 
dit enthousiasme nu ondersteund door wetenschappelijk onderzoek. 
  
De belangrijkste beperking van de studies in dit proefschrift is de relatief kleine heterogene 
onderzoeksgroep afkomstig uit slechts één kinderpsychiatrische instelling. De herhaalde 
metingen en de verschillende informanten versterken het design, waardoor conclusies over 
significanties gegrond zijn voor de onderzochte instelling. Toch is voorzichtigheid geboden 
bij de generaliseerbaarheid van deze bevindingen naar andere leeftijdsgroepen, psychia-
trische classificaties en kinderpsychiatrische instellingen.  
In dit promotie onderzoek werd getoond hoe onderbouwde ideeën vanuit klinische ervaring 
vertaald werden naar wetenschappelijk praktijk onderzoek, wat weer resulteerde in een blij-
vende kwaliteitsverbetering voor de klinische zorg. Het krachtenveld van transformerende 
zorg, biedt niet alleen de kans basiszorg dichter bij de jeugdige en zijn gezin te organiseren, 
het biedt juist ook de kans om het therapeutische proces in de specialistische zorg aan te 
scherpen. Uiteindelijk doel is dat kinderen en hun ouders optimaal profiteren van weten-








Voor mij is klinisch werk onlosmakelijk verbonden met het doen van wetenschap-
pelijk onderzoek en het ontwikkelen van beleid. Dit promotietraject gaf me de kans 
deze verbinding de afgelopen jaren te verwerkelijken. Graag wil ik de volgende perso-
nen hartelijk bedanken voor hun bijdrage aan dit boekje. Dit proefschrift is geschreven 
op basis van wederzijdse investering in sterke allianties.
Allereerst alle ouders die lijsten in hebben gevuld tijdens de opname van hun kind. 
Een sterke samenwerking met ouders is altijd al een drijfveer geweest voor mij vanwege 
de overtuiging dat kinderen en hun ouders hierdoor meer profiteren van behandeling. 
Vanaf dat ik mijn wens om te promoveren uitsprak tegen Prof. dr. Robert Vermei-
ren, mijn hoofdpromotor, heeft hij hierin vertrouwen uitgestraald en mogelijkheden ge-
creëerd. In mijn gesprekken met hem, genoot ik van zijn hart voor clienten en leerde ik 
van zijn scherpe analytische blik en strategische houding. 
Doordat dr. Brigit Van Widenfelt als supervisor van de opleiding tot Klinisch Psy-
choloog (KP) met haar grote kennis van onderzoek intensief investeerde in een zorgvul-
dige opzet, werd een gedegen promotie traject mogelijk.
Getroffen heb ik het met Prof. dr. Chijs van Nieuwenhuizen die als tweede promotor 
toestemde mij te begeleiden. Niet alleen doordat zij mijn wetenschappelijke schrijfstijl 
heeft aangescherpt, maar ook doordat ze laat zien hoe je verschillende rollen combineert. 
De realiteitszin, enthousiaste tekeningetjes en relativerende grapjes van Bart Sie-
belink, mijn praktijkopleider tijdens de KP, hielpen me om overzicht te houden. 
Dr. Erica de Koning en Monique Verbout toonden beiden hun affiniteit voor onder-
zoek door direct enthousiast te reageren om deel te nemen met de dagbehandeling. Zij 
speelden een een cruciale rol bij de implementatie van ROM en de interventie. 
De teamleden van de dagklinieken in Oegstgeest en Gouda: Marianne Planque, 
Margo Kuijt, Garance Gosse, Inger Remijn, Els Hofman en alle sociotherapeuten heb-
ben zich enorm ingezet, zowel in het invullen van vragenlijsten als in het zich eigen 
maken van de alliantieversterkende strategieën. Daarnaast ook de behandelverant-
woordelijken en ouderbegeleiders van de (dag)klinische groepen, die bijgedragen heb-
ben aan het psychometrische onderzoek. 
Uitdrukkelijk wil ik Marja de Jong, Marian Zollner, Vera Hamberg, Lieke Vrouenrae-
ts, Thijs Blaauw, Wouter Hoenderdaal en Ilse Sanders hier noemen. Zij vormen de rug-
gengraat van de intensieve dataverzameling middels ROM. Wouter bouwde alle lijsten 
in een elektronische database. Marja en Marjan coördineerden als trouw en betrokken 
secretariaat van de dagklinische groepen aan de hand van de database het versturen 




werking. Ieder van hen heeft zich genereus ingezet en de grote respons in dit promotie 
onderzoek is aan hen te danken.
Dr. Marc Delsing en Prof. dr. Jos Twisk hebben beiden heel geduldig en behulpzaam 
ondersteund bij ingewikkelde statistiek.
The alliance questionnaires in this thesis were kindly provided by Prof. dr. Jonathan 
Green and Prof. dr. Nele Stinckens.
Prof. dr. Jan Willem Veerman en mijn onderzoeksgroepje Renate Simons, Sandra 
Speekenbrink, Machteld Jansen, Hiske Reinders, Nina Verduijn en Hans van der Meiden 
gaven waardevolle feedback op dit onderzoek tijdens de KP opleiding.
Vele collega’s van Curium-LUMC hebben interesse getoond, hielpen en onder-
steunden. In het bijzonder: mijn kamer- en opleidingsgenoten, mijn KP supervisoren, 
de zorgmanagers en teamcoordinatoren en natuurlijk vooral de Curium onderzoeks-
groep die feedback geeft en voor gezelligheid zorgt. 
Ook mijn (ex)collega’s van De Bascule, waarbij een speciale vermelding voor Willemijn 
van Vlerken en Martijn Huigen die me hielpen met een voorbeeld video. 
Wendy Kneepkens en Daniëlle van Es, jullie vonden gaatjes in overvolle agenda’s.
De commissieleden die de tijd hebben genomen mijn proefschrift secuur te beoor-
delen: Prof. dr. Vincent Hendriks, Prof. dr. Judi Mesman, Prof. dr. Bernet Elzinga, Prof. 
dr. Frits Boer, Prof. dr. Ria Reis, Prof. dr. Michiel Westenberg en dr. Anne Krabbendam.  
Dr. Ingrid van de Port en Pauline Vahl, wat ben ik blij met twee zulke wijze, lieve en 
stabiele steunpilaren als paranimfen (en vriendinnen)! 
Ik voel me rijk door bijzondere vriendschappen, vele al 25 jaar lang, die vanaf de 
zijlijn belangstelling tonen. Daarnaast ervaar ik onvoorwaardelijke steun, sinds kort 
van een lieve schoonfamilie, en al heel lang van een hele lieve familie. Mijn zus Lobke 
en broer Xander waar ik altijd op terug kan vallen. Mijn wijze knappe mama bij wie ik 
tot in iedere vezel voel hoe trots ze op me is. Mijn vrolijke papa van wie ik de gave heb 
mogen afkijken hoe vanuit intuïtie geluk te creëren. Mijn oma die altijd lief interesse in 
me toont en wijze adviezen geeft.    
Wat ben ik gelukkig en dankbaar dat mijn liefde het leven samen met me wil vieren. 
Dr. Michael, jij verrast me steeds opnieuw door je bijzondere speelse wijze en lieve aard. Jij 
leert me zo’n proefschrift en verdediging niet serieuzer te nemen dan nodig. En nu hebben 
we ook nog een mini jij. Lieve Fynn, dit boekje draag ik op aan jou, ons wonder. Ik zal als 
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